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AN APPARENTLY HEALTHY CHILD BORN TO PAR- 
ENTS BOTH OF WHOM WERE IN THE ACTIVE 
STAGES OF SYPHILIS AT THE TIME CONCEPTION 

_ OCCURRED. 


By ALFRED C. Woop, M. D., of Philadelphia.* 
[« disastrous results that follow conception when either 


parent is in the active stage of syphilis are too well known 
to require further comment. 

It may not be improper, however, to quote some figures on 
the subject, taken from the excellent chapter on hereditary syph- 
ilis in Taylor’s book on Venereal Diseases. 

For example, Kassowitz says: ‘‘ One-third of all children 
procreated of syphilitic parents are dead born, and of those born 
living, 24% die within the first six months of life.” Fournier, in 
private practice, found that two out of three hereditarily syphilitic 
children died either before, at, or soon after birth. ‘“‘ In hospital 
practice he found that of 167 children born of syphilitic mothers 
145 died, which means that one child of seven or eight survived.” 

In order to eliminate error as far as possible, he gathered sta- 
tistics from medical literature, embracing the whole world. He 
collected 447 cases of children whose fathers or mothers were 
syphilitic, and found that out of this number 343 died and 104 

1 Read at the Annual Meeting of the American Association of Genito-Urinary 
Surgeons, held at New York, June 1, 1906. 
II 
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survived—of the 343 deaths only 6 lived beyond the first year 
(1:4.3). 

Taylor says: “In case of the infection of both parents the 
disease is likely to be transmitted in an intense form, resulting in 
the death of the fetus or in the early manifestation of symptoms.” 

To quote further, Lérvy found that by treating pregnant 
syphilitic women by inunctions the ratio of abortion was reduced 
from 29.5 to 13.5%. After inunctions there were 75% of living 
children. 

In Fonberg’s experience, inunctions reduced the percentage of 
abortions from 28.5 to 14. ‘‘ He adds, however, that too ener- 
getic treatment may be injurious to mother and child.” 

It is not my purpose to discuss the propriety of administering 
treatment to a pregnant syphilitic woman, as this question was 
definitely settled long ago. In spite of the fears, expressed by a 
few earlier writers that mercurial treatment in these cases was 
injurious to the woman or child, or both, the evidence of so many 
competent observers points conclusively to the fact that if properly 
conducted nothing but the most beneficent results follow. 

The case I have to report is as follows: 

Mrs. X., age twenty-eight, was an efficient and highly prized 
maid in a very prominent family. A rather disfiguring lesion ap- 
peared upon her upper lip, for which she consulted the family phy- 
sician. As the condition did not improve, she was sent on April 
29, 1904, to Dr. J. William White, who found a Hunterian sore on 
the lip, a beginning roseola, and moderate glandular enlargements. 

The situation was complicated on account of the fact that the 
woman had been married but a few weeks, and it was not known 
from whom the infection had come. Appreciating the imperative 
necessity of removing the patient at once from the family, where 
she was employed as a child’s maid, Dr. White placed her in his 
ward in the hospital, where I had the opportunity of seeing her 
daily. It was thought desirable to convey no hint to the patient as 
to the nature of her trouble, as we were able to control the treat- 
ment perfectly without so doing. 

The lesion occupied the right half of the upper lip. It was 
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oval, approximately the size of a silver half-dollar piece, markedly 
elevated, and having a very firm, hard base. There was no true 
ulceration, and hence no discharge, but the epithelium of the 
central portion was exfoliated. The entire surface was of a deep 
red color. There was but little discomfort. 

A diluted blue ointment was applied to the lip, and the patient 
was subjected to inunctions of one drachm of blue ointment daily, 
for ten days. The constitutional treatment was continued by the 
internal administration of from one grain to a grain and a half 
of the protiodide of mercury daily, according to the toleration of 
the patient. The usual attention was given to the care of the 
teeth and mouth, and to diet. The patient left the hospital on 
June 24th. 

Subsequently she was given pills of the protiodide of mercury 
one-fourth grain each. It was found that she could take but 
three of these daily. Four were taken for brief periods occasion- 
ally, but it was invariably found to be necessary to drop back to 
three on account of a beginning ptyalism. The three pills daily 
were well borne throughout; they did not derange the alimentary 
tract in any way. 

Under the treatment the eruption rapidly faded and the 
glands decreased in size, but the chancre retrograded with great 
slowness. Even now, after two years, while there is no suspicion 
of scarring, the pigment has not entirely disappeared, the site of 
the lesion being quite plainly visible. 

In November, 1904, the patient told me she was pregnant. 
Appreciating the necessity for very active treatment, the matter 
was reviewed, but I did not feel able to institute any change, as 
it was impossible to administer more mercury by mouth, and in- 
unctions could not be given. As there had been no untoward 
symptoms (falling of hair, mucous patches, etc.) , I decided to con- 
tinue the same treatment. There was no incident to note through- 
out, except on two occasions some pain was felt in the tibiae, which 
disappeared after a short course of iodides. 

On May 1, 1905, the patient fell in labor, and was delivered 
of a perfectly healthy male child, weighing about eight pounds. 
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I have seen the child frequently during the past year, and it has 
never shown the slightest evidence of anything but the most per- 
fect health. There has never been a suspicion of snuffles or other 
specific manifestations. It is fed from the mother’s breast, sleeps 
well, and has thrived as well as any child could. 

Taylor says: “ In the majority of cases of hereditary syphilis, 
symptoms appear about the third week. . . . The danger of 
the death of an infected child diminishes as it grows older, and 
freedom from symptoms until after the sixth month justifies a fav- 
orable prognosis.’ As this child has completed its thirteenth 
month without mishap, the likelihood of specific manifestations 
may be considered very remote. 

On January 8, 1906, I saw for the first time the husband 
of the woman alluded to in the preceding notes. He is thirty 
years of age, was born in Ireland, came to this country about the 
beginning of the year 1903, and is employed by the Adams Express 
Company. ; | 

The only fact that seemed to me to have any bearing upon 
his case that I could elicit by judicious inquiry was the statement 
that a little over two years before he “ had a sore on the left side 
of the lower lip, inside and out.’’ He consulted a doctor, who 
said the sore was “‘ due to eating bad meat.” It was thoroughly 
cauterized, after which it healed without further treatment. No 
history of secondary manifestations could be obtained. He took 
a little medicine at the time the sore was cauterized for a very 
brief period, but none after. 

He presented, on the date mentioned, an extremely swollen 
left hand. At about the middle of the dorsum there was an 
irregular crater-like opening, with necrotic edges and subjacent 
tissues. He stated that in January, 1905, he felt pains in the left 
shoulder and arm, which he thought were rheumatic. This seems 
to have no connection with his present trouble. Some time in Feb- 
ruary the left hand was squeezed between two heavy boxes. The 
accident caused very little pain, and no attention was paid to the 
incident. In May, 1905, a painless swelling appeared on the back 
of the hand, which became gradually larger. Finally he applied 
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to a hospital for treatment, where the lump was incised in Novem- 
ber. Nothing but blood was obtained. A second incision was 
made some time subsequently, and medicine given internally, but 
with no benefit. 

The lesion presented the typical appearance of an ulcerating 
gumma. Mixed treatment was therefore administered internally. 
Under the influence of 10 grains of potassium iodide and 1/16 
grain of bichloride of mercury, three times a day, the lesion rapidly 
assumed a healthy appearance, the swelling subsided, and prompt 
healing followed. When the swelling of the hand had entirely 
disappeared it was noted that the knuckle or normal prominence 
of the distal end of the middle metacarpal bone was absent, and the 
corresponding finger was shorter than its fellow of the opposite 
side. An X-ray picture shows that the proximal end of the shaft 
of this bone has been the seat of a destructive process, and that 
some # inch of the entire thickness is gone, allowing the distal part 
of the shaft to approximate the wrist joint. This is well shown in 
the accompanying illustration. 

The points of interest in this case are: 

(1) Both parents were syphilitic at the time the mother be- 
came pregnant. Conception took place about July 24th, 1904. At 
this time the mother was somewhere between the fourth and fifth 
months of the disease, and had been under treatment but three 
months. It is impossible to fix with any certainty the exact period 
reached by the father at this time, as he is uncertain as to dates, 
but it is probably safe to say it was between the sixth and the 
twelfth months. He had had no effective treatment. 

(2) The disease appears to have been acquired innocently 
in each case. 

(3) It seems reasonable to assume that without treatment 
the mother would have aborted, or, the child, if carried to full 
term, would have exhibited unmistakable signs of inherited syphilis. 
It is interesting to note, therefore, that 3 of a grain of protiodide 
of mercury daily, taken by the mother during the entire period of 
gestation, not only controlled her own disease, but resulted in the 


birth of a healthy child. 
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(4) That the father was syphilitic was demonstrated by the 
unmistakable gumma; and while this appeared unusually early, ac- 
cording to the history, this discrepancy may be explained, first, 
by the fact that he had not received any treatment; and second, 
upon the well-recognized observation that the contusion of the 
hand acted as a predisposing cause. 

(5) The child not only has been free from any of the signs 
of hereditary syphilis, but has, at all times, been plump, well nour- 
ished and thriving, and seems normal in all respects. As an evi+ 
dence of good health, the mother says they have not lost a night’s 
rest on account of the child, and this without a single dose of medi- 
cine. 

DISCUSSION. 


Dr. L. Botton Banos of New York: I do not like to allow things 
of interest go by without some remarks. In the narration of the case Dr. 
Wood takes it for granted that the lesion in the mouth of the man was 
the initial lesion. If so, is not the question a natural one: “Is 
not the bone lesion rather an early one, following the initial lesion in the 
mouth?”’ Would not this lesion be a precocious one? I wish to raise 
this question, because it is possible that the woman acquired syphilis from 
some other source, and it may be that the man was not competent to in- 
oculate the woman. Therefore, although the case is an important one and 
should be placed upon record, particularly as regards the health of the 
child, it may be that the father of the child was not the original cause 
of the syphilitic infection. 

Dr. Greorce K. SwinsurNneE of New York: I only rise to say one 
thing regarding the administration of the protoiodide of mercury, the 
preparation that Dr. Wood gave his patient. I have never said anything 
about it before, but it seems to me that many men condemn its use. I used 
it for seven years at the Good Samaritan Dispensary and also saw many 
cases that had been treated by the protoiodide in the hands of others. In 
the sum total, I know of no preparation of mercury which gave such a 
large proportion of bad end-results, and do not think that it should be used 
as a routine treatment. I have not used it myself for at least eight years. 
I believe there is only one way which mercury in syphilis should be used, 
and that is by the skin. It should not be given by the stomach; but if so, 
and improvement follows, it should be borne in mind that some cases im- 
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prove without any treatment whatever. Taking all in all, I must admit 
that the protoiodide is a poor drug to use in the treatment of syphilis. 
Syphilitic patients can take large quantities of mercury by the mouth so 
long as the stomach is in good condition; but if not, salivation takes place 
easily. I want to go on record, therefore, regarding the use of this prepara- 
tion, and think it time that something was said. For a case bearing on 
Dr. Wood’s paper, I know a husband who was being treated during the 
stage of incubation of chancre (i. e., while doubtful as to the diagnosis, and 
while he was being watched for the secondary manifestations of the dis- 
ease) whose wife contracted a chancre of the tonsil. She had been subject 
to attacks of tonsilitis which made it easy for the poison to gain an entrance. 
At this time she was seven months pregnant and showed all the manifesta- 
tions of the disease before the birth of the child. The child never showed 
syphilitic lesions at any time. Of course the father was not infected at the 
time of conception, but the mother became infected when she was seven 
months pregnant. 

Dr. JoHN VAN DER Poet of New York: My experience with the 
protoiodide of mercury has been about the same as that of Dr. Swinburne’s. 
I have seen secondary lesions continue, and not infrequently tertiary lesions 
appear, after prolonged treatment with it by way of the stomach. In my 
opinion the best way to introduce mercury into the system is by the skin, 
either by inunction or by injection. As regards a comparison between these 
two ways, I cannot yet draw any definite conclusions. I think the bin- 
iodide is probably the better salt for injection, even better than the cyanide 
of mercury, but I wish to go on record as being against the use of the pro- 
toiodide and as being against depending upon any form being given by the 
mouth in the early stages. I have been surprised to hear of a prominent 
dermatologist who formerly decried the use of the protoiodide of mercury 
in tablet form, now favor its use. 

Dr. E. C. Burnett of St. Louis: In regard to the point Dr. 
Bangs raised as to the possible freedom ot the father from syphilis, it seems 
to me that the case gave a clear history of syphilis. We oftentimes see 
periostitis come within two years of the initial lesion. The fact, too, that 
the lesions cleared up under the use of the iodide of potassium is good 
evidence to me that it was a syphilitic lesion. 

So far as the prognosis is concerned, I would hesitate to make one. 
We oftentimes see cases that during adolescence develop syphilitic lesions 
in the tertiary form, in which there was no history of infection at all in 
the child, or evidences of syphilis in the parents. 
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So far as the treatment is concerned, I agree strongly with what Dr. 
Swinburne has stated, viz., the protoiodide is one of the worst forms in 
which to give mercury. In the first place it irritates the alimentary tract 
and one cannot get the same quantity in by way of the stomach without 


markedly disturbing the alimentary tract as one can when used in some 
other way. 


DOES SYPHILIS IN SOME CASES SPONTANEOUSLY 
ABORT IN THE PRIMARY STAGE? 


By Rospert W. Taytor, M.D. 


Consulting Genito-Urinary Surgeon to Bellevue and City (Charity) Hospitals, 
formerly Clinical Professor of Venereal and Genito-Urinary Diseases at the College 
of Physicians and Surgeons, Columbia University, New York. 


ITH advancing study and experience it becomes evident 
that in many directions we must more or less recast our 


knowledge of syphilis. One of the canons of medical 
belief is summed up in the statement “‘ that general syphilis always 
follows a chancre.”” Any one who has a large experience in 
venereal diseases knows that this belief is well founded, and the 
following facts confirm this belief. In 826 patients with general 
syphilis who were treated at the Hopital du Midi, the previous 
existence of a chancre in 815 was established beyond doubt; in 9 
there was cogent reason to suspect it; and in the remaining 2 the 
disease was of hereditary origin. Of 267 cases of secondary 
syphilis observed by Fournier, the same fact obtained in 265. Of 
198 cases of syphilitic erythema under the care of Bassereau, 
either a chancre or unquestionable traces of one were seen in 170; 
Ig patients confessed to the fact, though no evidence of it was 
found on their person; 4 acknowledged having gonorrhoea; 5 
declared that they had no preceding symptoms. Thus we find 
that in a total of 1291 cases, general syphilis was undoubtedly 
preceded by a chancre in all except 22. In spite of this almost 
overwhelming evidence, the remarks of our calleague, Dr. E. C. 
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Burnett* are worthy of attentive thought. Burnett says, “ that 
syphilis may follow any sort of a sore is well known by those who 
see much of venereal practice, but that there are sores which, while 
exhibiting every characteristic of the most typical Hunterian chan- 
cre, are not followed by manifestations of constitutional syphilis, 
is not so well understood, or if known, the fact has not been 
sufficiently emphasized by those whose duty it is to teach the gen- 
eral profession.” Bennett reports a very convincing case and gives 
other corroborative evidence. 

This subject of the spontaneous abortion of syphilis in the 
primary stage, has occupied my mind for many years, and my 
opinions which began in incredulity have gradually changed, so 
that to-day I am thoroughly convinced that this rare and ill-un- 
derstood condition sometimes occurs. 

The subject is so little known and understood that I think it 
is important to succinctly give all the facts thus far developed 
concerning it, together with the details of four confirmatory cases 
which have occurred under my own observation. I will begin 
with personal recitals. 

Case 1. The patient, a girl, B. B., fourteen years old, was 
sent to me October 10, 1905, by Dr. A. L. Wolbarst for confirma- 
tion of his diagnosis. When seen a few days before, the girl 
presented an eroded nodule of the lower lip, with a walnut-sized, 
slightly tender enlargement of the sublingual gland. According 
to the patient’s story, the enlargement of the gland was the first 
symptom she noticed and later on she saw the lesion of the lip. 
The case had first been seen by Dr. A. E. Isaacs, whose diagnosis 
was labial chancre. This diagnosis was confirmed by Dr. Wol- 
barst, but as a hospital physician had advised incision Dr. Wol- 
barst sent the patient to me in order to either confirm or discredit 
his findings. On examination I found a typical aphlegmasic 
nodule, with characteristic induration and a chancrously eroded 
surface, associated with a hard walnut-sized tumor of the sub- 

1“ Induration of Venereal Sores not Always an Indication that Constitutional 


Syphilis will Follow.” Journal of Cutaneous and Genito-Urinary Diseases, Septem- 
ber, 1889, pp. 325 et seq. 
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lingual gland. I at once unequivocally confirmed the diagnosis 
of Drs. Isaacs and Wolbarst. In order to more thoroughly con- 
firm the diagnosis, I moistened several slides with the very scant 
viscid secretion, and submitted them without comment to my assist- 
ant, Dr. A. Fanoni. In a few days I learned that the spiro- 
chaeta pallida in typical form had been found in the secretion in 
considerable abundance. It therefore seemed clear to all our 
minds that the case was a classical one of syphilitic infection of 
the lip. Dr. Wolbarst applied mercurial plaster to the gland 
swelling, but refrained from treating the chancre except in the 
matter of keeping it clean. He was particular not to order any 
constitutional treatment and planned to temporize until the de- 
velopment of systemic manifestations. He carefully examined 
the girl once or twice a week, and he had the aid of a very in- 
telligent female assistant who stripped the child and examined her 
in a good light every day without fail. The chancre gradually sub- 
sided in about a month, at the end of which time the gland swell- 
ing also underwent involution. There has never been any erup- 
tion; the throat has not become sore; nor has there been any 
symptom whatever, except an occasional slight and very 
ephemeral muscular pain in the forearms. Since early in Octo- 
ber, 1905, this girl’s body has been rigidly inspected every day 
and once or twice a week by Dr. Wolbarst. I have examined 
her carefully every month, and sometimes oftener, and always 
with a negative result. In March I incised the seat of the healed 
chancre, made thin smears of the blood and submitted them to 
Dr. Fanoni. After most thorough microscopic examination Dr. 
Fanoni confessed that he could not find the spirochaetae pallidae. 
In April I took blood again from the site of the chancre, made 
very thin smears of it and submitted them to my friend, Dr. Ira 
Van Gieson, with the result that he found no spirochaetae on them. 
At this writing (Aug. 27) no evidence of syphilitic infection has 
appeared, and it is safe to assume that as ten months have 
elapsed since the onset of the chancre, no specific sequelae will be 
observed. 

We endeavored to learn whether any of the relatives, partic- 
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ularly the father and mother, had had syphilis, but we met with a 
prompt denial. We were unable to learn the source of the in- 
fection, so we incontinently had to class it under the head of 
syphilis insontium. 

Case 2. In May, 1889, a lady of good family, who never 
had hereditary or acquired syphilis, came to me with an encrusted 
chancre of the inner aspect of the right labium minus, which had 
existed two weeks. She had had coitus with but one man, whom 
I treated a short time before for an excoriated and weeping in- 
durated nodule of the left coronal sulcus. He also had marked 
inguinal adenopathies. This man’s syphilis developed in classical 
form, and he suffered with generalized papulo-pustular syphilides, 
mucous patches, rheumatoid pains and alopecia. 

In the woman’s case the history, the typical induration of the 
parts and the pronounced adenopathies, clearly showed that she 
had received active syphilitic infection. Her chancre was treated 
on general antiseptic lines, and black wash was applied on absorb- 
ent cotton. The colored drawing was made when the chancre 
was three weeks old (see Fig. 1). 

The course of the genital lesions was uneventful; the chancre 
shed its necrotic crust; became excoriated, lost its saliency, and the 
induration gradually disappeared; the adenopathies subsided, 
while we were watching every few days for the appearance of 
systemic manifestations. The woman was highly intelligent and 
waited patiently until I should decide to begin antisyphilitic treat- 
ment. She hoped within two years to marry a lucrative husband, 
consequently was both docile and observant. To my surprise 
everything about the genitalia cleared off perfectly, and in less 
than three months from the supposed infection, no deviation in 
the patient’s health could be found. I examined the woman’s 
body regularly and thoroughly every week for six months, and 
she ably aided in the critical scrutiny, but we never got the data 
which would warrant the institution of systematic antisyphilitic 
treatment. This scrupulous and never-tiring inspection was kept 
up by me until May, 1890, long after I had convinced myself that 
the woman was beyond all harm as regards syphilis. For her 
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own reasons she kept a close watch on herself for six months 
longer, and came at frequent intervals to report to me. She 
never developed the faintest sign or symptom of syphilis, so she 
convinced herself that her rugged health and careful hygiene had 
warded off syphilitic infection. She married, had two healthy 
children (which I saw frequently), and is to-day the picture of 
vigorous health, weighting one hundred and seventy-five pounds. 
Her consort (the corpus delicti) was a wealthy man of bad habits, 
who succumbed to tuberculosis. 

CasE 3. On September 20, 1888, a man, aged thirty-five, 
came to me with a small chancrous erosion just behind the sulcus 
and near the frenum. The chronology of the sore was very 
obscure, for the reason that the patient had had coitus with a 
number of puellae publicae within the previous four months. 
The lesion, though slight, was so typical that without unqualifiedly 
pronouncing it syphilitic, I informed its bearer that it was very 
suspicious and urged that it should be carefully watched. Ab- 
solute cleanliness was enforced and black wash was applied. In 
three weeks the lesion developed characteristically and presented 
the appearance shown in Fig 2. It presented marked induration, 
which was annular in character, and within the ring was the tell- 
tale membrane of cream and green color. The enlargement of 
th efferent lymphatics and veins was well marked and the ganglia 
formed a pleiad thoroughly significant of syphilis. No medica- 
tion was used and the patient consented to await developments 
before antisyphilitic measures should be adopted. To my surprise 
the chancre began to wither; the crust fell off; the salience of the 
lesion gradually became less; the induration subsided and soft- 
ened, and the enlarged ganglia gradually underwent involution. 
By January, 1889, the only visible sign of the former lesion was 
slight redness, scaliness of its site. The man was watched every 
five days for evidence of general syphilitic infection, but such 
never appeared. This inspection, with no medicine, was kept up 
regularly until a year from the date of onset of the lesion, and 
then I was convinced that the syphilis in this man had aborted. 
I have seen him at intervals many times since, but he has never 
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developed any syphilitic symptoms or manifestations. No 
syphilis, hereditary or acquired, was present in this case. 

Case 4. A man, twenty-eight years old, had a single coitus 
November 10, 1892, with a woman who was found to have con- 
dylomata of the vulva. About December 1 an erosion and hard- 
ening of both lips of the meatus were discovered, for which the 
man used lead water on absorbent cotton. On January 2, 1893, 
this man came to me with typical induration of the meatus which 
extended fully half an inch backward, with chancrous erosions 
and classical cream-green membrane in the cleft of the parts (see 
Fig. 3). The inguinal ganglia were enlarged, hard and painless. 
There was no doubt in my mind that the man had a true syphilitic 
sclerosis of the glans penis; no general antisyphilitic measures 
were adopted and mercurial bougies were introduced into the 
meatus and urethra. My notes show that on March 2, 1893, 
some time after the period at which I predicted general manifes- 
tations would appear, a surprising change took place in the man’s 
case. The induration had almost wholly subsided, the parts had 
greatly shrunk, and the erosions took on healthy action (see Fig. 
4). No antisyphilitic medicine of any kind had been taken, and 
yet there were absolutely no signs of systemic infection. This 
man was watched, and he watched himself, for more than a year 
and he never developed the slightest symptom or appearance sug- 
gestive of syphilis. I kept track of the case for six years and no 
sign of syphilis appeared. 

The case made a powerful impression on my mind, for it 
seemed so remarkable that such an extensive and deeply seated 
lesion should, without any general treatment, undergo such com- 
plete resolution. 

Barthélemy’s Case.2 In September, 1883, a man, twenty- 
five years old, presented himself with a typical indurated chancre 
of the balano-preputial furrow. It was not cauterized, but 
healed, leaving an induration with inguinal adenopathies which 
lasted until January 19, 1884. No internal treatment was pre- 


2“Sur les Auto-inoculations du Chancre syphilitique,’ Annales de Derma- 
tologie et de Syphilographie, Vol. 5, 1885, p. 201. 
‘ 
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scribed and the patient was carefully watched for eighteen 
months. No evidence whatever of syphilis was discovered. 

Burnett's Case. On January 3, 1888, Dr. W. presented 
himself with a sore in the sulcus coronarius. He stated that he had 
intercourse on the 16th of December, 1887, and first noticed sore 
on the 26th, ten days later, and that it then was only a slight ex- 
coriation, but that it slowly increased in size up to the time he 
came tome. He had done nothing for it but keep it clean. The 
sore by this time was about the size of a half a buckshot, with a 
slightly indurated base. There was a slight non-purulent dis- 
charge. The induration increased daily, until ten days later it 
had quite a hard button for a base and presented the typical char- 
acteristics of a Hunterian chancre. The glands in left groin en- 
larged and hardened somewhat, and became slightly painful on 
pressure. I was certain that patient had a specific chancre. The 
only treatment was the application to sore of solution of salicylic 
acid, gr. x, to 3j of glycerine; I saw the patient regularly at inter- 
vals of two days. In three weeks from the time I first saw it the 
sore had healed. Induration gradually disappeared; swellings in 
groin slowly subsided until at the end of three months the glands 
were about normal. No signs of general syphilis appeared, and 
the patient has remained perfectly free from symptoms, though 
it is now sixteen months since time of infection. 

Bryson’s Case (oral communication to Burnett). A man 
had suspicious intercourse on the 22d of January, 1886. Four 
weeks after, a sore appeared just posterior to corona glandis, on 
left side. Typical chancre, painless, indurated, oval; semi-lunar 
induration on posterior border. Expectant treatment and inspec- 
tion. Five weeks after its appearance sore completely healed; 
nothing left except slight induration on the site of ulcer. No 
evidence of general infection. On March 8, 1886, patient pre- 
sented himself for inspection; careful examination failed to dis- 
cover any sign of syphilis. Saw him for the last time on the rst 
of June, nearly five months after exposure. No symptoms, and, 
though I have not heard from or of him since, suppose him to be 


well, as he promised to report the appearance of anything sus- 
picious. 
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Kaposi's Case. “In April, 1871, a patient came to me with 
a sore on his prepuce fourteen days old, flat, slightly secreting, 
and scarcely the size of a lentil, resting upon a typical circum- 
scribed, cartilaginous, massy induration. Patient was treated 
locally. The chancre cicatrized over, the induration remained, 
but no general syphilis showed itself. The patient presented him- 
elf at regular intervals until September. The induration had by 
this time disappeared. No sign of syphilis, consequently no 
treatment. 

“At Christmas, 1871, patient came again with three soft 
chancres on the inner lamella of the prepuce, which increased in a 
few days to six or eight; two were in the sulcus coronarius, and 
two, follicular, upon the glans. Much suppuration. In the third 
week an auto-inoculated ulcer at the side of fraenum showed a 
moderate induration. While the chancres were not yet entirely 
cicatrized, about the middle of February, 1882, an abundant 
maculo-papular syphilide appeared on the trunk and psoriasis 
palmaris.” 

Dubois Havenith’s Case. It was that of a man sixty years 
old who had coitus in the first days of July. Toward August 1 
an erosion appeared on the prepuce which soon became indurated 
and caused phimosis. The diagnosis of infecting chancre of the 
prepuce was made. As the ganglia were not perceptibly affected, 
Havenith entertained the idea of circumcision as a means of 
aborting the syphilis. He sent the patient to Leloir, who con- 
firmed the diagnosis and advised waiting until secondary manifes- 
tations appeared. Havenith has examined the man for a year 
every five days, and had seen no syphilitic manifestations. In 
the discussion of this case both Barthélemy * and Aubert stated 
that they had seen seemingly typical indurated chancres which 
were not followed by syphilis. 

Ehler’s Case.*| This case occurred in the service of Pro- 
fessor Haslund in Copenhagen. The patient, a man twenty-three 

3 Comptes Rendus du Congres international de Dermatologie et de Syphilo- 
graphie, tenue a Paris en 1889, Paris, 1890, pp. 474 et seq. 


4“Cas du Chancre induré non suivi d’accidents secondaires.” Bulletin de la 
Société Frandaise de Dermatologie et de Syphilographie, 1890, pp. 265 et seq. 
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years old, entered the hospital for phimosis and ulcerative balano- 
posthitis. Under careful observation it was ascertained that the 
parts became much indurated, and in the left groin typical adeno- 
pathies developed. The induration remained very persistently. 
The man was thoroughly examined at short intervals by several 
physicians for two years, and no evidence of syphilis was found. 

Here then are ten cases reported by seven observers which 
go to show that in ten individuals primary syphilitic lesions, care- 
fully observed and for long periods attentively watched, were not 
followed by general manifestations of syphilitic infection. The 
cases speak for themselves and need no further elaboration, but 
their peculiarity is very striking. It would be very interesting if 
we could explain in a scientific manner why the virus in these cases 
became inert in the primary stage, why the infecting lesions went 
on to full maturity and then failed to invade the general system. 
Unfortunately we are forced to resort to hypotheses, and I am 
always chary of them. 

In speaking of his case Burnett says: ‘I can see nothing 
irrational in the premise that these sores were typical chancres, and 
that, through some influence modifying the virus, the disease was 
checked in the primary stage; and I therefore conclude that indura- 
tion of venereal sores, though they be of specific origin, is not al- 
way an indication that constitutional syphilis will follow.” 

Barthélemy thinks that the disease aborts owing to influences 
which we do not understand, due to conditions of the organism or 
to a modification of the virus itself. 

Besnier in discussing Barthélemy’s case expressed the opinion 
that some individuals, though inoculated with syphilis, do not be- 
come syphilitic, and he offers the following hypothesis : 

‘When we consider the extraordinary immunity to syphilis 
presented by the entire animal kingdom [anthropoid apes excepted. 
R. W. T.], it occurs to us that some individuals, like animals, have 
in their physical condition, in an elementary condition of their solids 
and their fluids, something which is antagonistic to the germination 
of the syphilitic virus. The occurrence of such cases as these sug- 
gests the possibility that some of the reported successful cases of 
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chancre-excision were really instances in which syphilis aborted in 
its first stage. Then, again, the thought is suggested to the mind 
that if syphilis may really abort in its primary stage—in other 
words, if the patient’s tissues are immune to its influence—have 
we not here another reason why it is well to withhold mercurial 
treatment until the general manifestations teach us that we have a 
case of syphilis on our hands?”’ This point to my mind is very 
weighty, and should rigidly guide our therapeutics in the future. 

In the consideration of the foregoing cases Ehrlich’s “ side- 
chain ” hypothesis of immunity comes forcibly to our minds, and is 
worthy of brief incorporation in this essay. He says, ‘‘ When the 
living body is invaded by a certain toxic complex organic material 
not always of microbic origin, the body adapts itself to the new 
conditions by the elaboration of substances which protect it from 
the action of that poison. 

Each new protective substance is effective against the partic- 
ular poison which induced its formation. Not only this, but if the 
blood serum containing these new protective substances be trans- 
ferred to another individual, they protect him also—passive im- 
munity—against the special poison which called them forth in the 
body of the first.” 

In the study of all cases such as have been described, we must 
always acquaint ourselves as far as possible with the patient’s his- 
tory and with that of his immediate progenitors. 

In all cases before a diagnosis of syphilitic chancre is made, it 
is necessary to thoroughly eliminate chancroids in all stages, per- 
sistent herpetic vesicles, traumatic lesions, such as irritated fissures, 
abrasions, and bruises and simple lymphatic infiltrations around 
Tyson’s glands, the systernae fraemuli and sebaceous glands. 

One of the mooted points in syphilology is the question as to 
whether acquired syphilis, late or ancient, and presumably cured, 
confers an immunity, great or small, to its direct inheritants. 
There seems to be a latent conviction in the minds of many ob- 
servers that the syphilis of a parent does in some occult and in- 
describable way lead to an attenuated or mild course of the 
acquired disease in his or her immediate descendants. In this way 
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we try to account in a measure for the less severe course (as a 
rule) of the infection to-day as compared with that of, say, fifty 
years ago. Parenthetically it may be remarked that improved 
therapeutics and more rigid hygiene have had a deep influence on 
this auspicious result. 

As to whether the chancre of a subject whose father or mother 
in early days had syphilis, and had been cured is in any respect 
attenuated or modified, we have no scientific facts at our disposal 
for opinion. In a goodly number of cases I have seen chancres 
in men and women, whose parents had years before afflicted with 
and been cured of syphilis, and in whom the initial lesions presented 
no appreciable deviation from those of early syphilitics whose in- 
fection was developed in a virgin soil. None of the personal 
cases included in this essay belong to the category of aborted 
infections in subjects whose fathers or mothers suffered in 
early years with syphilis. Nor were any of them the immediate 
descendants of persons hereditarily syphilitic. 

An antecedently acquired syphilis may be followed by ter- 
tiary chancriform relapsing lesions (chancre redux), which may 
mislead the observer into thinking that he is treating a case of 
primary infection. 

Though hereditary syphilis usually confers on its bearer an 
immunity against the acquired infection, in some cases the hered- 
itary disease wanes, by reason of age and treatment, and then 
immunity is lost and acquired infection may occur. 

It is well known that in some cases the evolution of early 
syphilis occurs in such a subacute or masked form that it for vari- 
ous reasons escapes observation, and that the tangible evidence of 
the infection is only revealed at later periods by the development 
of delayed and usually severe orders of lesions and by the success 
of antisyphilitic medication treatment. This objection cannot be 
urged in any of my personal cases. 

It is most important in the study of all cases of chancre to 
determine if possible whether the patient had previously acquired 
infection, or whether the disease had begun in a subject who in 
early life had the hereditary diathesis. 
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Therefore, taking all the facts herein adduced into consid- 
eration, I think that the question prefixed as an introduction to 
this essay, namely, does syphilis in some cases spontaneously abort 
in the primary stage, should be answered in the affirmative. 


DISCUSSION. 


Dr. E. Woop Rucc.ies of Rochester, N. Y.: In 1904 I lost my 
records through a fire. But I remember a patient whom I had 
treated for urethritis, a man forty-five years old, who came to me first 
with a small sore on the penis, occurring after a period of three weeks’ 
incubation. This developed gradually and became a characteristic chancre, 
with pronounced adenopathy in both groins, as large aS is usually found. 
I assured him it was syphilitic, and told him to wait until the roseola 
appeared. ‘To my surprise none appeared. Since about four and a half 
months from the day of suspected coitus, I have been unable to see the patient 
again, though he telephones me occasionally that he has remained absolutely 
well. There is no history of previous syphilis or hereditary syphilis. It 
was as typical a chancre as‘I ever saw. 

Dr. Epwin C. Burnett of St. Louis: The case referred to is one 
that I have been able to hear from during the last seventeen years; the 
man is hale and hearty, and the father of perfectly healthy children. He 
is a physician himself, and would be able to detect anything wrong. I 
have had no reason to change my opinion as regards the abortion of 
syphilis in any way, i. e., my interpretation of it. 

Dr. N. B. Carson of St. Louis: Before arriving at any definite 
conclusion regarding this subject we should select cases for observation in 
which we have been able to determine the source of infection, to see whether 
the case originally really had syphilis. Of course we know that other 
lesions upon the penis and about the genitals, closely resemble chancres; 
the possibilities of this matter can only be determined if we can find the 
source of the infection, and say positively whether it was syphilitic. 

Dr. Georce K. SwinspurNE of New York: This subject is one 
of the greatest interest to me. Since the time that I was an interne at St. 
Luke’s Hospital, I have seen several cases that passed as true cases of chancre 
which were followed by no secondary sequelle, except the adenopathy; in 
many such cases no treatment was instituted. I had one such case at St. 
Luke’s Hospital. Seven years later he became more or less destitue, and his 
feeding was not of a proper character. He had many worries, and one 
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day he noticed that his speech was affected; this was followed by paralysis 
of one side of the body and he went to the hospital, where he was placed 
under mercurial or antisyphilitic treatment. He partially recovered, but 
not entirely. Six months later the same thing occurred on the other side 
of the body, and he partially recovered from that. This man evidently 
had late syphilitic lesions, although he had been carefully inspected for a 
considerable time without any secondary manifestations occurring. 

Dr. JAMES PEDERSEN of New York: About eight years ago in the 
practice of Dr. Bangs, I had the opportunity of observing two cases that 
interested me greatly and which are recalled to mind by Dr. Taylor's 
paper. The two cases were unquestionably cases of primary infection; each 
presenting a chancre and inguinal adenopathy. The first patient, a student 
at Columbia College, was a feeble, anaemic young man who was wholly 
irresponsible and could not be induced to remain under observation. He 
disappeared and did not return until the end of a year. He was able to 
report at that time that he had not had any secondaries whatever. His 
only medicine during that time had been a preparation of iron given him for 
his anaemia. The second patient was just the reverse—a robust man, a 
traveling salesman. When he reappeared, after an interval of about a year, 
he reported that he had been entirely free from symptoms. 

Both of these patients were critically examined by Dr. Bangs. There 
can be no question as to the correctness of the diagnosis. Apparently they 
are to be classed with the interesting cases reported by Dr. Taylor in his 
paper, as cases of spontaneous resolution or cure. 

Dr. Ropert W. Taytor of New York : I think that I have covered 
all the ground. I examined my cases very thoroughly, and I eliminated 
syphilis, acquired and inherited, in every case, but it should be borne in 
mind that we knew nothing of the spirochaetae pallidae in the earlier 
days. 

I have pictures of a man who had a hard chancre, and who took 
thirty grains of the protoiodide of mercury about the time when he should 
have begun treatment. I throw that case out, and for that reason alone. 
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THE ANTI-GONOCOCCUS SERUM OF ROGERS AND 
TORREY IN EPIDIDYMITIS 


By GEORGE KNOWLES SWINBURNE, M. D., New York. 


N the latter part of November, 1905, H. L., aged thirty-four, 
| a patient of mine at the Good Samaritan Dispensary, had been 
coming for two or three weeks with a primary attack of acute 
gonorrhoea, when he began to have pain, redness and swelling 
in the right knee joint. This continued for three days, when I 
noted that the patient was a very sick man. The knee was very 
much enlarged, with an unusual amount of effusion, and I advised 
him to remain at home in bed and offered to attend him personally 
at his home, if he would do so. As he was unable to remain at 
home without working, I sent him to Gouverneur Hospital as be- 
ing the nearest. A week from that day he walked into the dis- 
pensary a perfectly well man, so far as his knee was concerned. 
In surprise I asked him what they had done to him at the hospital 
and he replied that they had injected something into his arm for 
four days, and that he had received no other treatment. What 
this was, I could not even guess, until I read Dr. Rogers’ paper 
on “‘ The Treatment of Gonorrhoeal Rheumatism by an Anti- 
gonococcus Serum,” * and recognized in his Case 2 the patient I 
had sent to the hospital. 

While the serum had had such a startling effect on the man’s 
rheumatism, it had had but little effect on the urethral trouble. 
Gonococci were present in considerable numbers in the slight ure- 
thral discharge, and he remained for some time under my care for 
an involved prostate and posterior urethritis. 

It occurred to me that the serum should be of value in cases 
of epididymitis, if it were used early enough. 

Dr. Torrey at the Loomis Laboratory kindly furnished me 
with the serum as I needed it. Its method of manufacture is 
given in Dr. Torrey’s’ very interesting paper, page 261, in the 
same journal with Dr. Rogers’ paper. The serum was furnished 

1 Journal of the Am. Med. Association, January 27, 1906, p. 263. 
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in sealed glass tubes containing 2 c.c. Some of the serum fur- 
nished me was obtained from rabbits and latterly it was obtained 
from goats. As Dr. Torrey remarked, if the goat serum was 
found to be of value, its manufacture would be very much less 
expensive than that obtained from rabbits. 

I am aware that several who have tried the serum in gonor- 
rhoeal rheumatism have not been impressed, and I have heard 
that it has proved a failure in epididymitis. But this, I think, is 
to be expected; until the serum has been tried under many vary- 
ing conditions, until it has been found under what conditions the 
most potent and valuable serum can be obtained, and also under 
what conditions we can look for success and where we may look 
for failure, there must be cases which will furnish wearying 
failure. Nevertheless, a remedy which will accomplish what I 
saw in the case reported above, is too valuable to be lightly thrown 
aside. 

Before it became time to present the results of my work in 
this paper, I had hoped to have had twice as much material from 
which to draw inferences as I have; nevertheless, I feel sufficiently 
encouraged to keep on with its further study. 

While making use of the serum, I did not omit any of the 
methods of treatment which have been found of use. In the early 
stages a ten per cent. guiacol ointment with vaseline is used, cov- 
ering with a fold of gauze, rubber tissue and a carefully fitted 
suspensory and renewed as often as may seem to be of use; later 
ichthyol ointment ten per cent. or ichthyol and glycerine aa; also 
injections into the deep urethra of argyrol, where these could be 
borne. Some patients do well when local treatment is continued, 
while others do better if all local treatment is suspended. It is 
a question of judgment. 

I treated thirteen cases in all, of which only two disappeared; 
one was sent to the hospital and the other did not return after the 
first treatment. The other eleven were followed the entire time 
of their trouble. Eight of the cases were treated practically 
within twenty-four hours of the beginning of the epididymitis, 
three had had their trouble three days. Those having it a longer 
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time were not treated with the serum, for I believe that, if it is to 
be effective, it must be employed as early as possible. 

I am aware that the number which I present is too small to 
admit of positive conclusions on account of the varying degrees 
of severity in the affection itself. Nevertheless, when one has 
been treating these cases for a number of years, he is in a position 
to draw conclusions from a smaller number than is possible with- 
out that experience. Then, too, without any previous guide one 
has to learn how often and how many times it is necessary to use 
the remedy. Three of the cases received two injections twenty- 
four or forty-eight hours apart, made an apparent complete re- 
covery within a few days and then suffered a slight relapse which 
required another injection (which, if used before, would very 
likely have prevented a relapse). 

Three of the cases received two injections, four received 
three, two received four, and two received five injections. ‘The 
injections were given, as Dr. Rogers gave his, subcutaneously in 
the back of the arm, the arm being scrubbed with a solution of 
bichloride or bichloride and alcohol. The syringe used was the 
“Sub-Q,”’ with a long reinforced needle of twenty-five gauge. 
Needles and syringes were always boiled after use, and the needles 
could be used several times; when they became dull, they were 
thrown away. Some of the cases presented no local reaction, in 
others there was considerable local oedema and some painful re- 
action, but nothing more, no abscess, no disagreeable reaction. 
Sometimes I was loath to reinject an arm still swollen, so in one 
case I injected subcutaneously over the abdomen, as we do with 
the diphtheria antitoxin, but the patient complained of marked 
pain and soreness for several hours over that site and I did not 
try it again. 

In all the cases but two, there was no pain after the fourth 
day except in the three which relapsed. In five cases there was no 
trace of the disease after complete recovery, no nodule left; in 
four there was a slight nodule left, and in two there was a large 
rather soft mass left about the epididymis. Four of the cases 
were of a severe type from the start. Six of the cases received 
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serum from the rabbit, one from each rabbit and goat, and four 
from the goat. 

On a review, my impression of these cases is that the serum 
exerted a distinct effect in all the cases, and that the course of the 
disease was modified by it to a marked degree. The duration of 
the disease was distinctly shortened, and in several of the cases 
the quickness of recovery was remarkable. 

The record of cases is as follows: 

CasE 1. J.S., aged twenty-three, seen March 5, 1906, had 
a gonorrhoea of three weeks’ standing. Epididymitis began 
twenty-four hours before, but he was unable to get out of bed; 
the following morning he pulled himself together and got to the 
ofice. Examination. Discharge had stopped. Left epididymis 
exquisitely painful, pain out of proportion to the amount of in- 
volvement. Epididymis only slightly swollen, but extremely 
painful on pressure. After the dressing was applied, there was 
considerable relief. Injected 2 c.c. of serum (171). Consid- 
erable relief all day. On March 6 he went to work. On March 
7 the urethral discharge which had stopped since March 4 re- 
turned. There was very little sensitiveness when the dressing 
was applied. Second injection given (171). On March 10, the 
sixth day, the discharge was slight, urine in both glasses cloudy. 
The epididymis was to all appearances entirely well, a very slight 
thickening at this time being left in the tail of the epididymis. 
Injection omitted. On March 15 patient came with slight return 
of pain and swelling, a distinct relapse. Third injection of serum 
given (170). Two days later, on March 17, epididymis had 
almost returned to normal. On March 31 there was no trace of 
there having been an inflammation. 

Case 2. Dispensary case, March 12, 1906. Ph. D., 
twenty-four years old. Had gonorrhoea for two months, this 
being the second attack. Epididymitis began twenty-four hours 
before, pain in left epididymis and cord very severe. First in- 
jection (170). March 13, less pain. March 14, no pain. 
Nodule left in epididymis; second injection (170). March 17, 
hard nodule left in testis; no pain; no injection. On March 24, 
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patient having been absent one week, came with a relapse. Pain 
was slight and swelling slight in epididymis, but there was con- 
siderable pain in the cord, especially in inguinal ring. There was 
also marked frequency and urgency; third injection of serum 
(181). After this for about two weeks patient complained of 
pain in inguinal canal, but no further injections seemed to be 
necessary. He was working full time. When seen in the early 
part of April, a small nodule was still left in the epididymis. Seen 
last in May, no trace of the disease left. 

CasE 3. L. S., aged sixty-two. Gonorrhoea for five 
weeks. Epididymitis twenty-four hours, on March 12. Right 
epididymis much enlarged, very painful and tender. First injec- 
tion (170). On March 14 less pain, epididymis not so tender; 
second injection (170). Patient remains quiet at home during 
the intervals of treatment. March 16, no pain; epididymis hard, 
but not nearly so tender on pressure; third injection (175). 
March 19, epididymis slightly reduced in size, improving; fourth 
injection (175). March 21, no pain, injection omitted. On 
March 28, i. e., at the end of the second week, patient goes about 
in comfort, but the epididymis continues markedly thickened 
though soft. This was a severe type of case, but I feel sure the 
serum rendered him more comfortable as to pain, and cut short 
the trouble. 

Case 4. L. K., nineteen years old, dispensary case, March 
12. First attack of gonorrhoea, seven weeks duration. Two 
weeks before was threatened with abscess of prostate, which 
gradually subsided. Has had epididymitis for three days and re- 
mained at home during that time. Epididymis of left side very 
large and very painful; the cord also involved. First injection 
(170). March 14, still much pain, but somewhat less than be- 
fore, as evidenced when handling the testicle while applying the 
dressing; second injection (170). March 16, still considerable 
pain; case evidently of a severe type; besides, injections were not 
made till third day of attack. Third injection (175). On 
March 19, patient did not appear. Was seen at his home, had 
high fever and pain in the cord. March 21, came to dispensary; 
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still great pain in the cord. Pain in epididymis has, however, 
been absent since March 17. Fourth injection (175). March 
24, no pain, patient cheerful and better, no injection. March 
26, improving, epididymis greatly reduced in size, patient moves 
about easily. April 2, very slight nodule left. May 4, all signs 
of trouble have entirely disappeared. 

CAsE 5. J. P., twenty-two years old. March 24, epididy- 
mitis for three days, gonorrhoea two weeks, primary attack. 
Epididymis large and painful, first injection (175). March 26, 
better, no spontaneous pain, swelling reduced one-third, second 
injection (181). March 28, pain very slight, no injection. 
March 30, still improving, no injection. April 28, slight nodule 
still left. 

Case 6. W. W., March 31. Internal medication for 
thirty-one days; primary attack. Patient drives a truck and does 
heavy lifting. Epididymitis for twenty-four hours, swelling 
slight, but pain intense, first injection (187). April 2, no pain 
when quiet, but great pain when he moves about or rides in the 
cars (patient comes a long distance for treatment, from East 
New York) ; second injection (187). April 6, no injection, as 
both arms are swollen; swelling in epididymis is enormous. April 
9, less pain in testicle on handling, swelling reduced ‘one-half. 
April 16, beginning pain in right epididymis; third injection 
(187); left side still improving. April 19, right side all right, 
no trace of trouble on that side, but left side has again increased 
in size; pain returned to some degree on moving. April 26, 
left epididymitis greatly improved, but cord has become involved 
and very painful at inguinal ring; fourth injection (goat serum). 
May 3, pain at inguinal ring greatly diminished; fifth injection 
(goat). Swelling in epididymis reduced one-half again. Takes 
a hot bath every other day. May 17, has had no pain for two 
weeks, the swelling is soft, but large, no hard nodules; patient 
returns to work. May 23, feels all right. This case was the 
worst of the series; nevertheless there was a distinct gain after 
each injection. The necessary long car-ride was a great handicap. 

Cases 7 and 8. The next two patients received only ont 
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injection each. One was sent by. his own request to the hospital, 
as he could not remain at.home without working. The other did 
not return. 

Case 9. B. R., twenty-seven years old. April 27. Had 
gonorrhoea three weeks. Epididymitis twenty-four hours, swell- 
ing large and painful. First injection (200). April 28, patient 
says he. feels better, no pain, size the same, second injection 
(200). April 30, no pain, swelling reduced to one-third of 
former size; third injection (200). May 2, no pain, nodule only 
left, fourth injection (200). Patient goes to work. May 7, 
slight return of pain and swelling, fifth injection (200). May. 
9, no pain; patient continued at work. May 12, slight indura- 
tion left in tail of epididymis, but no swelling of tissues surround- 
ing it and no pain. May 19, no trace in epididymis. 

Case 10. J. F., nineteen years old, May 10. Gonorrhoea 
three weeks, primary attack; epididymitis twenty-four hours. 
Epididymis very painful, pain running up to inguinal ring. Pro- 
cess in early stage; first injection (goat). May 11, on coming to 
the dispensary patient felt no pain, but was obliged to wait an 
hour before my arrival; he became restless and pain set in again; 
second injection (goat). May 12, no pain, swelling in epididy- 
mis of moderate size. No injection. May 15, not seen for three 
days, pain again returned slightly. Epididymis more swollen, 
but not very tender to pressure;-third injection (goat). May 
16, one week to-day since beginning of attack; no pain, swelling 
reduced, no injection. May 17, no pain, patient feels perfectly 
well. Nodulation very slight, patient not seen since. 

Case 11. S. W., twenty-one years old. May 10, gonor- 
thoea two months (multiple attack), epididymitis three days. 
Began slowly and insidiously, to-day very painful, but not much 
swelling. First injection (goat). May 14, swelling almost 
gone. No pain. Testicle painted with ichthyol and glycerine, 
equal parts, dressing applied; no injection. May 16, patient felt 
so well yesterday that he went to work. At night had return of 
severe pain in epididymis and cord, and complains of severe spon- 
taneous pain. Tenderness in handling not marked and there is 
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only slight swelling; second injection (goat). May 17, pain 
greatly diminished, very little swelling; third injection (goat). 
No further injection made after this;.when last seen, very slight 
thickening of epididymis noted. 

Case 12. H.L., thirty-five years old. May 15, eight years 
ago had epididymitis with an attack of gonorrhoea. Present at- 
tack of gonorrhoea began four weeks ago; epididymitis began 
yesterday. Two injections made with goat serum on May 15 
and 16. May 17, almost no pain, swelling much smaller. May 
22, only slight thickening, no pain. 

Case 13. M. F., twenty-eight years old. May 22, several 
attacks of gonorrhoea. Present attack began five weeks ago. 
Never had epididymitis before; this began yesterday. Complains 
of great pain, but process is in early stage, not much involvement. 
Two injections given with goat serum on May 22 and 23. May 
24, no pain, very slight trace of thickening. May 28, no trace. 


DISCUSSION. 


Dr. L. Botton Banos of New York: Though somewhat conserva- 
tive in my views regarding the anti-gonococcus serum, I would not in the 
slightest degree detract from the efforts made to lead us out of the dark- 
ness surrounding some of the complications of gonorrhoea. Without hav- 
ing the cases before me to analyze, I must accept his statement that in a 
“ few days” after the use of the serum the pain subsided. I must ask Dr. 
Swinburne what he means by a few days, because he says later in his 
paper that the majority of the cases had no pain after four days. Those 
of us who have had much experience with gonococcic epididymitis usually 
assure our patients that they will have four days of pain. In my experience 
there is no class of subjects who suffer so from epididymitis as the over- 
worked lawyer. I am able to say jocosely to them, “after four days in 
bed you will have no pain.” But I cannot say, as Dr. Swinburne can, 
that there will be a subsidence of the swelling, though I can say with 
absolute truth, that after four days in bed and the proper treatment in- 
stituted, the patient will have no pain; and that, too, in cases in which 
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I have had to inject small doses of morphine along the vas deferens. There- 
fore, I am sceptical as to the effects of the anti-gonococcus serum when 
injected into the blood current for its specific action upon any inflammation 
of the epididymis. However, a very important point which Dr. Swinburne 
raised, was that no nodules remained after the injections; if the anti-gono- 
coccus serum will do that, and so do away largely with the dread of steril- 
ity, it will have accomplished a great deal. 

Dr. Epwarp MartTIN of Philadelphia: This report is of such en- 
trancing interest, that I failed to note the actual results obtained by Dr. 
Swinburne. This should have some weight in deciding for or against the 
treatment advocated, since because of his supposed libidinous tendencies 
the goat as a source of stimulating serum would make an especially power- 
ful appeal to a hopeful and credulous public. 

Dr. Georce K. SwinspurNeE of New York: In answer to Dr. 
Bang’s remarks regarding pain, I would reply that the cases are free from 
pain in four days, and sometimes earlier if kept in bed, and under proper 
treatment. But the cases reported were all ambulatory cases. What I 
meant by the loss of pain was, the loss of spontaneous pain within twenty- 
four hours if the patient remains in bed. The testicle remains swollen. 
This serum is not produced upon any commercial basis. Somie of the re- 
sults reported are very striking and I have become convinced that there is 
some value in it. (Here Dr. Swinburne read the reports of his cases in 
detail, by request). 

Dr. Hucu H. Younc of Baltimore: I think the reports of these 
cases are extremely interesting and suggestive, and sincerely trust that the 
hopes regarding the efficacy of this serum will be fulfilled. I think Dr. 
Swinburne probably gave too little of it. Eight or ten years ago in the treat- 
ment of diphtheria with the antitoxin only 1500 or 2000 units were used, 
while now they give from 30,000 to 40,000, showing a tremendous increase 
in the dosage as a result of the experience of the last ten years. I would sug- 
gest, therefore, that larger doses of the antigonococcic serum be used at 
once. It seems to me that if any good is to be arrived at it must be from 
overpowering the infection at the beginning, in order to forestall further 
infection. 

Dr. W. K. Oris of New York: I would like to thank Dr. Swin- 
burne for his remarks, for I think this is a step in the right direction, and 
that he deserves much credit for what he has done, and is doing in this 
matter. 





AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS 4I 


I think, too, that Dr. Young’s suggestion is very timely, and that we 
should use the serum more frequently and in larger doses. 

Dr. Bransrorp Lewis of St. Louis: While thanking Dr. Swin- 
burne for his suggestions and hoping that what he has promised will 
materialize, I would like to take issue with the remark made by Dr. Mar- 
tin in reference to the unsatisfactory development of serums in the treat- 
ment of diseases; he stated that the diphtheria serum was the only one 
which had proved itself efficacious. In St. Louis I have been told that the 
prophylactic treatment of tetanus (the tetanus which follows the Fourth 
of July wounds), by the antitetanic serum, has reduced. its frequency very 
markedly, not only reducing its frequency but lessening its bad effects. 


THE USE OF OINTMENTS IN THE URETHRA IN 
THE TREATMENT OF CHRONIC URETHRITIS. 
PRESENTATION OF A NEW INSTRUMENT FOR 
DEPOSITING OINTMENTS. 


By HuGu H. Younse, M. D. 


‘he use of some oleaginous vehicle to apply various medi- 


caments to the urethra has been in vogue for many years, 
and a study of the literature reveals many enthusiastic 
articles descriptive of the value of this method of treatment. 

In, that excellent treatise of Milton:! “The Pathology and 
Treatment of Gonorrhoea,”’ published first in 1852, were detailed 
experiments with the use of nitrate of silver pastiles or soluble 
bougies in the treatment of obstinate cases of gonorrhoea. After 
that Edgar Browne, Sir Henry Thompson,? Henry Smith,? and 
others in England advocated the use of bougies of cocoa butter 
or instruments smeared with lard ointment or medicated glycerine. 

Milton made use of small bougies. containing sometimes a 
grain, sometimes half a grain of silver nitrate mixed with. pow- 
dered gum arabic, made into a. paste, then shaped as a bougie 
two inches long, and inserted while still soft into the urethra with 
the assistance of a little oil. 





42 AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS 


Thompson advised the use of cocoa butter, which melts at 
100° Fahrenheit, with which he incorporated for each bougie 
two-thirds of a grain of nitrate of silver, a grain of tannin, two- 
thirds of a grain of acetate of lead and ten grains of nitrate of 
bismuth as astringents, and two grains of belladonna or opium as 
a sedative. The walls of the urethra were pressed against the 
bougie by means of a pad strapped to the penis with adhesive 
plaster, with a view of squeezing the melted bougie into the 
lacunae of the urethra. 

Watson Cheyne * employed iodoform (5 to 10 grains) and 
eucalyptus oil (10 grains). Schuster,> in Germany claimed won- 
derful results with glycotannin rods, each of which contained 
tannin acid G. ii, opium CG. xii, and sufficient glycerine to make 
these ingredients up into a proper consistence. They were pre- 
pared for use by dipping in hot water and were kept in the urethra 
for five to ten minutes. Schuster claimed quick cures in acute 
cases with this method of treatment. 

Oidtmann ° used bougies smeared with a compound of Goul- 
ard water, silver nitrate and spermaceti, and afterward dipped in 
a mixture of cod liver oil and glycerine, with excellent results. 
Pailasson* made use of an injection composed of starch and glyc- 
erine mixed to a creamy substance, and Lorey recommended 
gelatin and gum bougies containing sulphate of zinc. 

Although the observers quoted above claimed excellent re- 
sults with the various methods described, Milton, who discusses 
the subject at length, shows that there were quite a number who 
did not succeed so well, and comes to the conclusion that fluid 
injections are more efficacious in acute cases. Nearly all agree, 
however, that some form of ointment treatment was very valuable 
in cases of chronic urethritis. In a more recent article Janet ® 
strongly advocates the ointment treatment in chronic urethritis, 
and after referring briefly to the work of Tommassoli, Casper, 
and Unna, details at length the methods which he has employed. 

Tommassoli injected into the urethra with the aid of a 
syringe, analogous to the instillator of Ultzmann, a pomade com- 
posed of lanolin G. 95, olive oil G. 5, to which was incorporated 
nitrate of silver 5. per cent., or sulphate of copper 5 per cent. 
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Casper ® proposed to anoint vertically fluted or channeled 

sounds with a 2 per cent. silver nitrate ointment in lanolin G. 35, 
-and olive oil G. 5. He urged that the watery secretion of the 

urethra did not mix at all with cocoa butter, but that lanolin did 
take up a considerable amount of water and was further valuable 
on account of the readiness with which it was absorbed. The 
anointed sounds were passed as far as the bulb in cases of anterior 
urethritis and into the bladder in posterior cases, and allowed to 
remain for half an hour if it could be borne for that period, in 
order that the silver nitrate might not be withdrawn with the 
instrument. ‘‘ Causes for its removal are chill, severe pain, erec- 
tions and contraction of the bladder.” ‘‘ Cupped sounds” have 
also been advised for the same purpose. 

Unna prepared the following mass: ‘‘ Root of Curcuma G. 
v. Balsam of Peru G. ii. Yellow wax G. v. Cocoa Butter G. 
C.” “ Melt together over a vapor bath for two hours, filter, and 
add nitrate of silver ad. 1 per cent.” ‘* Liquefy ointment in a 
‘Bain Marie,’ and then plunge Béniqué sound into it, so that 
when it is withdrawn it will have a smooth coating which soon 
becomes hard as it cools.’ The instrument can then be passed as 
an ordinary sound, and is left in the urethra sufficiently long to 
insure the removal of the ointment.” 

Urethral suppositories were utilized by Ultzmann in the form 
of small cylinders of cocoa butter medicated with alum, tannium, 
sulphate and nitrate of zinc or nitrate of silver. They were 
pushed into the urethra by means of a hollow tube and mandrin— 
the “‘ porte reméde ”’ of Dittel. 

Numerous soluble bougies are to be found on the market, 
some put out by regular and some by irregular drug houses, the 
excipient of which is either cocoa butter or solidified glycerine. 
Some are armed with a solid axis of metal or of thread. 

Janet employs modifications. of Casper’s instrument as 
follows: 

1. A straight fluted sound for the anterior urethra. 

2. A slightly curved sound to engage a portion of the mem- 
branous urethra and insure applications to the whole of the bulbous 
urethra. 
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3. Beéniqué sound for both anterior and posterior urethra. 
The excipient is prepared as follows: 


B Lanolin 
Glycerine 
Borate of Soda 
Oxide of Zinc 


As active medicaments he incorporates protargol 2 to 5 per 
cent., nitrate of silver 1 to 2-per cent., salicylic acid 4 to 1 percent. 
The sound and spatula are boiled, and the canals of the -instru- 
ment are then filled with ointment. After sponging off the 
meatus the sound is introduced and allowed. to remain for 2 to 5 
minutes.. Janet also makes use of soluble bougies, made of cocoa 
butter, of two sizes, one for the anterior urethra, and another for 
the posterior urethra. The latter are 3 mm. in diameter and are 
introduced into the end of a special instillator of large caliber, 
and after its introduction pushed by a mandrin into the posterior 
urethra. 

These bougies require special moulds for their manufacture 
and are made of the following excipient: Cocoa Butter G. 3, 
Borate of Soda G. 0.1, Oxide of Zince.G. 0.3. 

The above formula is used for cases of “simple urethritis 
or where the irritant effect of.the urine appears to be the only 
affection.” One can also-incorporate iodoform up to 4, protargol 
2 to 5 per cent., or silver nitrate 1 per:cent. ‘‘ The pomades and 
suppositories of protargol and weak silver nitrate are utilized in 
simple, but more rebellious cases. Those with strong silver nitrate 
and salicylic acid are employed in old cases of chronic urethritis 
with glandular lesions and thickening of the epithelium, parti- 
cularly in the form characterized by considerable mucus, and much 
desquamation.” 

The above is a brief summary of the suggestions made dur- 
ing the past 50 years as to the..value of medicated ointments 
in the treatment of chronic urethritis. 

The difficulty of curing chronic gonorrhoea is due to the ex- 
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tent of the pathological’ process, and the impossibility of reaching 
the depths of the disease with the ordinary medicinal solutions. 
The extensive cornification and thickening of the epithelium, the 
periurethral infiltration, and general involvement of the glands of 
Littre, situated as they are in the corpus spongiosum at a distance 
often of 5 mm. from the urethral lumen, are the lesions which 
we have to combat in most cases of ordinary chronic urethritis of 
the anterior urethra. When the prostatic glands and the seminal 
vesicles become involved in similar processes we see how complex 
the problem is. ; 

Aqueous solutions, according to Janet, “ glide upon the 
mucous covered urethral walls and the glandular orifices obstructed 
by their plugs of mucus do not let them enter. The oleaginous 
excipients .on the contrary adhere to the surface of the urethra, are 
moulded into all its folds and incorporated with the mucus and 
enter into intimate contact with the mucosa. Finally, the ad- 
herence of the pomades to the urethral mucosa is a very important 
advantage, permitting a prolonged action of the medicament, and 
protecting for a long time the urethral walls from ‘the irritating 
action of the urine. For there are arthritic and eczematous pa- 
tients and those who eliminate badly their alimentary toxines, who 
have very irritable urethras. Then it is said that energetic medi- 
caments, when incorporated in greasy bodies, lose the most part of 
this irritant action. One can employ without any inconvenience 
a 1 to 15 carbolated oil when the same solution in water would be 
absolutely caustic.” 

Finger !? has also shown the great value of lanolin in chronic 
urethritis. He says: “If one injects fluids, or gelatin or cocoa 
butter suppositories the first subsequent urination will wash them 
out. This is not the case with lanolin which adheres closely to 
and is pressed into the mucous membrane. Urination evacuates 
the ointment only in small particles for as long as 36 hours after 
its insertion. The resorption and protracted working of lanolin 
ointments make them more effective than’ solutions, but also at 
times more irritating.” 

Of greater importance, in my opinion, is the desquammative 
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action which can be obtained with ointments as is constantly made 
use of by the dermatologists in causing the exfoliation, softening 
and disappearance of extensive epithelial thickenings. The 
analogy between the later processes of epithelial change in the 
urethra produced by chronic gonorrhoea, and some of the lesions 
of eczema and other chronic skin lesions, is very close, and a 
treatment resembling that employed with such success by the 
dermatologists is clearly appropriate. This is particularly true 
in those cases of leucoplasia of the urethra, which are not uncom- 
mon and in which extensive areas, sometimes the entire urethra, 
are transformed from a soft membrane, composed microscopically 
of columnar epithelium, into a rough, thick, hornified structure 
closely resembling the epidermis. For such cases salicylic oint- 
ments are indicated. 

Casper and others have laid great stress upon the remarkable 
penetrating action of lanolin, and its power of incorporating 
aqueous secretions, and on this ground have given it preference 
over cocoa butter and other greasy excipients. Spermaceti and 
the recently promulgated vasogen would seem to be similarly use- 
ful for the same reasons. 

Bazy ' has shown the value of perineal massage in causing 
a disappearance of infiltration around the bulbous urethra in the 
treatment of strictures of that region He made use of a pomade 
consisting of Iodide of Potassium G. 4; Lanolin and Cold Cream 
each G. 15, which was rubbed into the skin of the perineum in 
making the massage. These were applied by his patients every 
other day with good effect. Why would it not be better to intro- 
duce the ointment of iodide of potassium into the urethra before 
making the massage? It might prove a powerful absorbing 
agent in cases of leucoplasia, and periurethral infiltration. 

The importance of curing these processes has been most 
clearly shown by Hallé,’ who, after an exhaustive pathological 
study has drawn the following conclusions: 

“‘T. Chronic inflammation can provoke in the urinary mucosa 
lesions of epithelial transformation; the normal covering is trans- 
formed into a stratified pavement epithelium, of epidermic char- 
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acter. This lesion is constantly accompanied by a skin-like 
sclerosis; it is a urinaty leucoplasia.”’ 

‘TI. In certain cases, this leucoplasia can be the point of de- 
parture for the development of a neoplasm; ‘ epithélioma pavimen- 
teux lobule,’ with epidermic characters, ‘ le cancroide.’” 

This tendency to malignant change makes it very important 
to obtain a desquammation of the hornified epithelium and a re- 
turn to the columnar type of the normal urethra. 

Criticism of the foregoing method.—Janet remarks that the 
use of the ordinary sounds temporarly coated with ointment as 
employed by Unna and others has the great drawback of leaving 
most of the ointment on the outside at the meatus. The same 
objection applies to a less degree to the fluted sounds of Casper, 
and the cupped sounds, and these have the additional objection 
that a good portion of the ointment remains in the sunken areas 
when withdrawn. The length of time which they must remain in 
the urethra in order to insure the melting of the ointment—Casper 
advises thirty minutes—“ the spasm, pain, erections,” etc., which 
they are acknowledged to produce in some instances, and the pro- 
tracted technique required in properly coating their interstices 
with the medicament are obvious disadvantages. 

The ointment syringe of Tommassoli has never proved a sat- 
isfactory instrument, and the objection urged against soluble 
bougies is the necessity of using hardening excipients of less gatis- 
factory penetration, and of sterilizing their exteriors before intro- 
duction. The fact that their contents are antiseptic does not seem 
to do away with the necessity of rendering their outer surfaces 
free from germs. 

With these objections in view, I have, after considerable me- 
chanical experimentation, devised an ointment depositor which is 
shown in the accompanying illustrations. It consists of an outer 
tubular sheath of a little more than half a circle extent, and a re- 
movable solid obturator, of corresponding size, as shown on the 
cross section Fig. 1. This can be rotated in the outer sheath, and 
when in the position shown in Figs. 2 and 3 furnishes a large 
trough to be filled with ointment. When this has been filled, the 
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rotation is continued until it furnishes a closed round instrument, 
with the ointment inside as shown in Figs. 4 and 5. In this posi- 
tion it is ready for insertion. After being introduced into the 
urethra, the obturator is rotated back to its first position Figs. 1 
and 6 and the ointment is thus pushed out of the instrument and 


ca 

Lt $f 
Ae, 
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into the urethra, and might be found upon the flat surface of the 
obturator. The instrument is then withdrawn, the operator mak- 
ing pressure upon the glans and the meatus to prevent the escape 
of ointment. The simplicity of the instrument, and the rapidity 
with which a large amount of sterile ointment of any desired com- 
position can be introduced into the urethra has been very satisfac- 
tory. It can also be taken apart and cleaned with great ease. 

At first the ointment to be used was placed in the instrument 
by means of a sterile spatula—such as is used with Casper’s in- 
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strument,—but I soon found this method tedious. I now have 
the various ointments put up in collapsible tubes (such as are used 
for paints). These are provided with a long metal nozzle-like 
attachment, as shown in Fig. 7, through which the ointment is 
squeezed and deposited in a long “rope” into the cavity of the 
instrument, as shown in Fig. 8. These “nozzles” furnish a 
satisfactory opportunity for sterilizing the ointment—which is 
done by simply heating the nozzle with ointment inside over a 
Bunsen flame. In this way all chance of conveying infection along 
with the ointment is removed, and the ointment is further rendered 


warm and more fluid so that the rapidity of its absorption should 
be greater. 


The technique observed is then briefly as follows: 

Patient on table, anterior urethra washed out with some weak 
antiseptic—as 1 to 60,000 bichloride of mercury. 

Ointment depositor boiled; nozzle of ointment tube (at- 
tached) sterilized in a Bunsen flame. 

Obturator turned so as to furnish receptacle for the ointment, 
which is deposited in the instrument by squeezing the collapsible 
tube. 

Obturator is then turned so as to carry the ointment into the 
interior of the instrument and furnish a round exterior. 

Instrument introduced (after swabbing meatus with bi- 
chloride sponge) generally as far as bulb—occasionally into pos- 
terior urethra. 
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Obturator rotated 180°,'so.as to open out the instrument.and 
throw the ointment into:the urethra. 

Massage of the urethra along the flat surface of the instru- 
ment. Withdrawal of the instrument. 

The ointment is retained by covering the glans penis with 
cotton held on with an elastic band, which is not removed until the 
next urination. 

Ointment may also be forced into the urethra directly from 
the collapsible tube while holding the conical nozzle tightly into 
the meatus; and by stripping the urethra backward it can be carried 
well back to the bulb. 

The choice of ointment depends upon the character of the 
case. In cases with marked epithelial changes, thickening, corni- 
fication, and even leucoplasia, a salicylic ointment of 4 to'1 per cent. 
is indicated. When the urine shows numerous shreds composed 
largely of squamous epithelium, which are shown by the irrigation 
test to come from the anterior urethra, and with the urethroscope 
one sees a pale thickened mucous membrane, the diagnosis of a 
cornified epithelium is evident, and a salicylic ointment will be 
of service, though it must be used with care. Iodide of potassium 
ought to be of value in these cases—say 10 per cent. In less 
severe.cases a milder ointment, such as iodoform ro per cent., 
nitrate of silver 1 to 2 per cent., or boric acid 10 per cent. may 
be used. In cases with considerable glandular involvement, be- 
sides the above, protargol 2 to 5 per cent., bichloride of mercury 
I. to 10,000, and formaldehyde 1 to 5000 may be tried. In cases 
in which the urethra’ is very irritable the ointment suggested by 
Janet containing oxide of zinc 8 ne cent: and borate of soda 2 
per cent. is serviceable. 

Lanolin is probably the best excipient to use in'the manufac- 
ture of these ointments, though vasogen may prove superior. 

One should have about ten different remedies, as indicated 
above, put up separately in collapsible tubes, with nozzles attached, 
though experiments may show other medicaments of even greater 
value. High dilatation of the urethra, irrigations, instillations, 
prostatic massage, etc., are not to be excluded by the use of the 
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ointments as described above, which are intended merely as adju- 
vants to the ordinary methods—but they are very valuable 
adjuvants. oe: 
Postscript.—Since presenting this paper, the. ointment treat- 
ment has been used very considerably in my practice, and. has 
proved remarkably efficacious. One per cent. salicylic in lanolin 
has done good work in removing chronic thickenings and indura- 
tions of the urethra, and causing the disappearance of shreds com- 
posed of hornified epithelium. Used once a week it causes no 
irritation. For cases characterized by irritability of the urethra, 
frequent nocturnal emissions, precocious ejaculation. and chronic 
prostatitis, the deposition of lanolin containing ten drops of car- 
bolic acid to’the ounce, into the posterior urethra has proven re- 
markably efficacious. . Several cases of. nocturnal emissions have 
been cured-in this way when various other treatments had failed. 
No difficulty has been experienced in introducing ointments into 
the posterior urethra by means of the depositor described above. 
If care is taken to place a finger of the left hand against the bulb 


and thus direct the point of the depositor into the sphincter it is 
just as easy to introduce the straight instrument, into the posterior 
urethra as a curved one. 
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DISCUSSION. 


Dr. CHarLtes H. CHETWoop of New York: ‘The number of cases 
of chronic urethritis are so numerous, we are always glad to hear of some 
new resource or perfection of an old one. There are a certain number of 
cases of chronic urethritis which can be efficiently treated by the use of oint- 
ments and bougies. The general objection to ointments in the treatment of 
urethritis is their uncertainty of action. Upon the external surface of the 
body, where we can use solutions in cleansing the surface, it is a more easy 
matter to make proper application of such medicaments. ‘The advantage 
obtained by prolonged applications is important in order that penetration, 
desquamation and exfoliation may be produced. The limitation in. this 
respect of the aqueous solutions used in times past, has rendered them less 
effective. Nitrate of silver forms an albuminate and gives but a superficial 
effect. This objection is overcome by the introduction of the new silver 
salts, which have double advantage. First, as they do not decompose, their 
contact with the urethral mucous membrane can be prolonged: secondly, 
being unirritating, they can be retained for an indefinite length of time. I 
have had made a little clutch, to be applied to the end of the penis, by means 
of which, after the fluid is injected and proper distension produced, it may 
be retained for any length of time desired. By this method the prolonged 
application of argyrol solution can be had with no irritation whatever. In 
anterior urethritis, in acute cases, the solutions are retained for half an hour 
three or four times a day. In cases of chronic urethritis, the same or any 
other solution is used and the patient advised to massage the urethra several 
times a day. When there are evidences of posterior urethritis, the posterior 
urethra is included. 

Lately I have seen a striking case of posterior inflammation of 
chronic form with fistula, which was treated by the method of clutching 
the end of the meatus after having filled the urethra with a solution of 
argyrol. The fistula, which had previously resisted operation, was closed. 
The solution used was unirritating and by distension produced the exfoliation 
and desquamation of the fistulous area so important in the process of repair. 

» Dr. Bransrorp Lewis of St. Louis: With the very seductive 4 
priori reasoning, as mentioned by Dr. Young, I wish to state that in 1889 
I pursued some extensive investigations regarding the use of ointments in 
the urethra in cases of inflammation, especially in the chronic forms. I 
made use of an ointment applicator constructed of hard rubber with a 
screw piston, with soft rubber catheters in order to make the introduction 
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as painless as possible, and allow it to be retained. I used lanolin and 
other different bases as detailed, but my experience was entirely disap- 
pointing, and after two years or more of experimenting, I discontinued 
their use. I afterward made use of a sort of sound, which produced a 
distinct massaging effect, together with the application of the ointment, 
though I believe the problem is not so much a mechanical one, but that 
the benefit is derived from the ointment itself. 

Dr. W. K. Oris of New York: I think it might be interesting for 
Dr. Young to know that this method was first introduced by Dr. Halsted 
in 1884 at the Roosevelt Hospital Dispensary, who used it with the idea 
that iodoform would kill gonococci. One of the methods was the intro- 
duction of it into the deep urethra, but one of the objections was that 
when the patient went to a private urinal he left a large amount of 
1odoform ointment there. I have followed the same old method of Hal- 
sted’s, using a collapsible tube, and not what Dr. Young uses. 

Dr. ARTHUR T. Casor of Boston: It is interesting to hear Dr. 
Young reopen the ointment question. I gave up its use long ago, perhaps 
because I was using an insoluble medium. I formerly used iodoform sup- 
positories in certain cases of deep urethritis, but I found that I could get 
better results with an aqueous solution, and therefore gave up the use of 
bougies. The difficulty of getting an aqueous solution down into the folds 
of the mucosa is partly, I think, because of a faulty construction of the 
applicators. I object to the terminal opening in the tip of the Ultzmann 
syringe. The fluid thus deposited does not come in contact with the whole 
circumference of the canal. My own syringe has many openings on all sides 
and with it the solution, thrown out with some force, may be applied along 
the entire wall of the urethra. 

Dr. GeorcE K. SWINBURNE of New York: I have used argyrol oint- 
ment, made up with lanolin, in 10 per cent. mixture, for a long time. 
Formerly I used to lubricate all sounds with it, although I realized it was 
a poor lubricant. This method of depositing the ointment is a valuable 
one, ‘and I shall be especially interested in knowing what the effect of 
the ointment will be upon the posterior urethra. 

Dr. F. Titp—EN Brown of New York: This is a matter of de- 
cided interest. I have been satisfied for a long while that there are 
certain cases of urethral disease which are markedly benefited by the use 
of medicaments in an ointment base. In former times I resorted to every 
‘device recited by Dr. Young. I used suppositories with which I had a 
number of accidents, such as infections from new sources, or an extension 
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from an existing infection. Then I used the flexible specially made hollow 
bougies, with an attachment for depositing the ointment in the posterior 
part of the urethra, preliminary to pressing it into the urethral folds by 
the subsequent passage of sounds. The flexible instruments are not so 
susceptible of sterilization and therofore are sources of danger. ‘The 
twisting turbine wheel for pushing powder into the urethra and the chan- 
neled sound for ointments, were all given a trial. Finally, the incorpora- 
tion of preparations of argyrol, or protargol with /anolin ointment, en- 
abled me to get all the effects that have been described, i. e¢., firm enough 
adhesion to the sound so that the ointment was not stripped off on its 
introduction through the meatus. This was additionally guarded against 
by the use of some lubricant at the meatus. The sound was smeared over 
at the tip, or a small mass of the medicated ointment was poised on the 
tip of the sound. I was well impressed with the efficacy of this medica- 
tion if it could be effectively introduced. In chronic cases it seemed to 
me that a hastier resolution of strictures and a dissapation of the chronic 
discharges resulted, brought about probably as described by Dr. Young, 
through desquammation of the flat epithelium and a regenerative process. 

I think that these preparations have a field of usefulness in the urethra. 

The behavior of oily substances in the bladder also has interested 
me for some time, particularly gomenol and anaesthesin in sterile almond 
oil. Apart from some direct therapeutic effect when brought in contact 
with the mucosa of the empty bladder, there appears to be a beneficial 
secondary effect perhaps due to the maintenance of partial analgesia en- 
hanced by that physical property of oil to remain coherent and on the 
surface of the collecting urine. In this way the contact influence of the 
oily medicament in concentrated condition is continually brought to bear 
on different parts of the bladder wall—falling or rising always at the 
surface as the urine is voided or slowly accummulating. 

Dr. HucH H. Younc of Baltimore: I appreciate the kind recep- 
tion given this small affair, but wish to be understood as making no claims 
upon it whatever. I have only been working at the subject for six or eight 
months and, as you all know, it takes years of work before anything of 
value can be added to the treatment of posterior urethritis of chronic form. 

With regard to Dr. Cabot’s objection to making a comparison be- 
tween the urethra and the skin, there can be no comparison in normal 
conditions. Yet, you will find, if viewed through the endoscope, that often 
the urethral mucosa will look like the ordinary skin in certain cases of 
chronic urethritis. I can remember many cases in which the urethra ap- 
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peared rough, pale, white and thrown into folds and where, through the 
endoscope, it looked like skin, It felt rough when passing ‘a sound, even 
rougher than the ordinary skin. 

I think we often find a transformation from the columnar. into 
cuboidal, flat and squamous epithelial cells, which, is the progression usually 
seen in chronic gonorrhoea of severe type. In order to get a regeneration 
of the columnar cells, an ideal method is to cause a desquamation of those 
that are not normal on the surface and get down to deeper cells, so that the 
columnar form can grow without pressure from the superficial squamous 
cells. If we can cause a scraping away of the leucoplastic cells, I certainly 
think we can’ get a better chance’ to treat the lesions. 


THE, SURGICAL TREATMENT, OF STERILITY IN 
THE... MALE 


By Epwarp Martin, M.D., Philadelphia. 


epididymitis is permanent sterility. There is in the profes- 

sion a popular belief to the effect that this result always fol- 
lows bilateral inflammation of the epididymis, but investigation of 
many cases shows that it is the exception rather than the rule. 
Nor is the severity of the original inflammation an index as to the 
probability of the ‘sequel. 

Because of the prevalence’ of gonorrhea and its extension 
along the vasa, even though these cases of sterility form a very 
small percentage of the total number attacked by bilateral epididy- 
mitis, the actual number of men who are unable to procreate be- 
cause of azoospermia due to inflammatory obliteration of the 
genital tracts is large. 

The belief is generally accepted that the obliteration lies in 
the tail of the epididymis, and this receives some confirmation 
from the fact that here is the usual seat of an obvious, palpable 
and permanent induration following gonorrheal epididymitis. 

It was with this belief fixed in mind, that in conjunction 
with Drs. Carnett, Levi and Pennington, I conducted an experi- 
mental research. having as its main end the determination of the 


| has long been recognized that an occasional sequel of double 





56 AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS 


question as to whether or not by short circuiting the vas and the 
head of the epididymis in cases of obliterating inflammation of the 
tail of this organ, it might not be possible to provide a route by 
which the spermatozoa could escape. 

In our experiments dogs were used. The vasa of both sides 
were ligated and sectioned a short distance from their epididymal 
origin, the proximal end was then split and sutured into an open- 
ing made into the head of the epididymis. Subsequent ejaculations 
of these dogs contained a normal number of motile and seemingly 
healthy spermatozoa, and this condition persisted in some animals 
which were kept for observation upward of six months. 

It was, therefore, proven that at least in animals such an 
anastomosis could be made, and that there seemed little tendency 
toward ultimate closure by cicatricial contraction. 

The next question to be determined was as to whether or 
not the spermatozoa thus short circuited were fertile, since it is 
almost certain that in their progress through the epididymis they 
undergo developmental changes, sufficiently gross, according to 
Dr. Pennington’s microscopical studies, to be recognizable. This 
question as to fertility might have been settled by dog breeding, 
but our opportunities for control were not sufficient to lead us to 
trust to such observations. Indeed the positive proof we desired 
could only be afforded by the application of this operation to man. 

The first case operated on presented the usual history of re- 
peated gonorrheas, double epididymitis and childless marriage, a 
wife variously treated by gynecologists and finally the discovery of 
azoospermia. ‘The man readily consented to have the first opera- 
tion of this kind performed on himself. The details of this case 
are published in the New York and Philadelphia Medical Journal 
for October 10, 1903. The operation was done on one side (the 
left). 

Fourteen days later semen sent to the laboratory for examina- 
tion, showed the presence of actively motile spermatozoa, although 
they were not as plentiful as normal. These spermatozoa corre- 
sponded in type to those observed in the epididymis of the human 
testis removed after death and submitted to an examination. 
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They presented either a much enlarged middle piece or one show- 
ing a protuberance somewhere along it. The patient resumed 
marital relations eleven days after operation and 281 days there- 
after his wife was delivered of a child, whose resemblance to the 
father was striking, and has since grown even more marked. 

The subsequent history of this patient is interesting from the 
fact that the spermatozoa again disappeared from his ejacula- 
tions, but returned after a prolonged course of prostatic massage. 
His wife remaining sterile, he urged an operation upon the other 
side, hoping for a similar result. This was done but on section- 
ing the head of the epididymis, none of the milky globules cus- 
tomarily observed in these cases were seen. ‘The operation was 
performed at his house, and no microscope was available, nor was 
there an immediate return of spermatozoa in his ejaculations, 
though since that time when he is subjected to treatment for a 
chronic posterior urethritis from which he recurrently suffers, a 
moderate number of healthy spermatozoa will be found in his 
semen. 

The second case was referred to me by Dr. John Atlee of 
Lancaster. This man had suffered from a double epididymitis 
eight years before I saw him. His childless marriage finally led 
to an examination of the semen which demonstrated azoospermia. 
He was subject to the sweating suspensory bandage, counter-irri- 
tation urethral treatment, and prostatic massage for six months. 
More than thirty examinations of the semen were made but no 
spermatozoa were found. I operated on one side in May of 
1902. The sectioned epidiymis exhibited the minute milky drops 
which contained motile spermatozoa. From the incision in the 
vas no spermatozoa could be recovered. The results in the case 
were apparently negative till six months later, when after a course 
of prostatic massage, motile spermatozoa appeared in the ejacula- 
tions. Dr. Atlee reports of this case under date of May 28, 
1906: 

‘“‘ Concerning the patient upon whom you did an epididymo- 
vasastomy, I examined his semen about two months ago and found 
numerous spermatozoa, four or five in every field of the one-sixth 
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objective. They were apparently perfectly healthy but not motile, 
as the specimen was too old. The only specimen I have'examined 
shortly: after emission, showed actively motile spermatozoa. 
There are no symptoms referable to the operation, and examiiia- 
tion reveals only a small nodule which is not especially tender. 
Pregnancy has not followed inthis case, possibly because the wife 
was ill with pelvic peritonitis for over a year after marriage.” 

The: third: patient on whom ‘@peration was attempted had 
never suffered from urethritis or epididymitis. Palpation failed 
to show the.presence of a vas on either side and on operation it 
was found to be congenitally absent. Nevertheless the sectioned 
epididymis showed motile spermatozoa. 

The fourth patient had suffered from urethritis in $894. 
This was followed by a prolonged discharge and hyperacute 
epididymitis of both sides. Nearly two years later he was well 
except for moderate hydrocele of right side, distinct nodulation of 
the base of each epididymis, induration and nodulation of the 
vasal ampullae and azoospermia. The same condition obtained 
seven years later, except that the ampullae of the vasa could not be 
felt... Because of the azoospermia he was operated on in Octo- 
ber, 1905. Motile spermatozoa were obtained from the cut sur- 
face of the epididymis. There has, however, been no return of 
spermatozoa in the ejeculations. Possibly because rectal examina- 
tion shows a nodular infiltration of the vasal ampullae. He is 
still under treatment by massage. 

The fifth patient suffered from gleet for many years.. His 
trouble was mainly posterior. He also had double epididymitis. 
I gave him urethral treatment and massage for some months, dur- 
ing this time finding no spermatozoa. He was operated on in 
May, 1906, after a slight induration about the vasal ampullae 
had disappeared and his urine had become entirely free from pus. 
The operation was performed on one side and the vas found 
considerably dilated. Section of the epididymis showed the cus- 
tomary yellowish drops which were found swarming with sper- 
matozoa. Anastomosis was readily accomplished. This patient 
left the hospital on the following day, nor have I heard further 
from him. 
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The sixth patient’s history practicaly duplicates ‘case five. 
He was operated on-in the past ten days.: - In the latter case, I 
operated on both sides and found an extremely small vas, the 
canal of which was of such calibre as to take with extreme diffi- 
culty the finest filiform bougie. Opportunity for an examination 
of this patient’s ejaculation has not yet been given, though the 
fluid expressed from his prostate contained no spermatozoa. 
Orville Howritz in a verbal communication reports the final result 
of a case which he sent to me in consultation, and on which he 
operated. This man, azoospermatic for years, had a prompt re- 
appearance of spermatozoa in his ejaculations, and his wife 
promptly became pregnant. 

The technique of this operation is extremely simple. I have 
done it under local anaesthesia and without giving pain, but I 
prefer ether. An incision 14 inches long is made with its center 
over the head of the epididymis in the back of the scrotum. The 
vas is freed from the cord, usually without the application of a 
single haemostat. The epididymis is exposed throughout its en- 
tire extent and by means of a pair of fine tooth forceps such as is 
used by eye specialists, a small fragment of it is snipped out. A 
slit is then made in the epididymis about one-third of an inch in 
length. This is best done by means of a sharp pointed tenotome 
and a probe-pointed knife similar to that used by the oculists in 
incisions into the lachrymal duct. Four sutures are then applied, 
of either silk or fine silver wire, needles slightly curved and of the 
kind used by the oculist in suturing the conjunctiva being used. 
The needle is passed from the outer to the inner surface of the 
epididymis, thence from the inner through the outer surface of the 
vas, one stitch is placed at either end of the incision and one at 
each side. These sutures. are all passed before being. knotted 
down; they are then tied, the tunica vaginalis and the proper tunic 
of the cord are closed by buried cat-gut sutures, and the skin is 
approximated by continuous suture of either silk or cat-gut. A 
small dressing is applied, the testicle is swathed in a sheet of sterile 
cotton and the whole is kept in place by a properly fitting jock 
strap. Patients are allowed to be up and about on the following 
day. Within the first week sexual relations may be resumed. 
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As to the results of this operation, they are fairly satisfac- 
tory. In three cases spermatozoa have reappeared in the ejacula- 
tion, and one of these has fathered a perfectly healthy child. 
Two cases have not been heard from since operation. In one case 
the reports have been conflicting. One case was unsuited to 
operation because of bisects defect. In one case the result was 
entirely negative. 

It ‘is probable that many of the cases of sterility following 
posterior urethritis and double epididymitis are due to obliteration 
of the ejaculatory ducts. Under such circumstances an epididymo- 
vasectomy is, of course, futile and it is therefore desirable that 
this operation should be preceded by a somewhat prolonged course 
of prostatic massage and of local treatment best suited to entirely 
cure any latent or progressive posterior urethritis. 

The operation has at least the merit of being safe, simple, 
involving no greater crippling than existed before it was under- 
taken, and of affording a promise to otherwise hopeless cases. 


DISCUSSION. 


Dr. ArtHuR T. Cazsor of Boston : I wish to thank Dr. Martin for 
bringing such an interesting observation before us, showing the application 
of good common sense and good surgery. 

Dr. E. L. Keyes, Jr., of New York: I should like to ask Dr. Mar- 
tin if he thought of sticking the instrument through the glass with the idea 
of discovering the patency at other points. I do not think he mentioned 
this. 

Dr. Ropert H. Greene of New York: A few years ago I was 
present when a surgeon attempted to perform an operation of that type, 
and the difficulty at that time seemed to be due to the small calibre of the 
vasa deferentia. Difficulty is sometimes found in injecting fluid through 
the vas on account of its small diameter. ‘I should like to inquire as to the 
details by which anastomosis was made in a tube of so small a calibre. 

Dr. Hucu H. Younc of Baltimore: I think we all feel very grate- 
ful to Dr. Martin for the advances he has made in this line. I have had 
two patients whom I tried to persuade to allow me to operate upon, but they 
failed to be brought to operation. Both were cases of chronic prostatitis 
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and seminal vesiculitis, with an obstruction at the epididymis, or the lower 
end of the prostrate ejaculatory ducts. In both these cases, by making 
pressure upon the seminal vesicles, I was enabled to get from the meatus, 
masses of mucous material which, under the microscope, showed large 
whorls of mucin. This could come from no other portion of the genito- 
urinary tract except the seminal vesicles and showed that the ejaculatory 
ducts were patent and that the obstruction was probably at the epididymis. 
Of course it is possible that the obstruction could be at the ampullae or 
higher up. Some expert urethroscopist might catheterize these ducts and 
see if they were obstructed or not. Dr. Martin’s operation is of great 
advance and should be employed very often in these cases. 

Dr. E. L. Keyes, Jr., of New York : I should like to inform Dr. 
Young that this catheterization has been done by Dr. Klotz, with the result 
that it caused an acute epididymitis. 

Dr. BraNnsForD Lewis of St. Louis: I do not wish to lay claim to 
any unusual expertness in urethroscopy, but I was rather surprised to have 
two cases in which I could pass a soft, flexible sound and catheterize not 
only the ejaculatory ducts, but could inject fluid into them as well, without 
trouble, and without being followed by any inflammatory reaction. These 
were cases of chronic vesiculitis in which I had not succeeded in any treat- 
ment. I used Swinburne’s posterior urethroscope. 

Dr. F. TitDEN Brown of New York: It strikes me there is nothing 
of more interest to us as specialists and of greater value to those unfortunate 
male victims of obstructive sterility than this procedure which has been 
elaborated and carried to an auspicious termination already by Dr. Mar- 
tin in three cases. One cannot fail to be impressed by the prospective 
importance, for many reasons, of every such successful anastomosis, particu- 
larly after once observing the family gloom in a case of childless marriage 
and perhaps knowing of the mutual recriminations of husband and wife. 

Two examples of this unsuspected sequella of gonorrhoea offered 
themselves to me for operation, but notwithstanding Dr. Martin’s assur- 
ance as to its simplicity I preferred to refer them to the master and go to 
Philadelphia myself to see him do it. ‘The summons for one of these 
came last April. Throughout this small but exacting operation I felt 
that my forbearance had been justified, for, without seeing it done, or 
without practicing it on animals, it would not have been easy to appreciate 
the importance of numerous small details, or, still more, to have known 
how to effect these small details—such as the bloodless access to the vas, 
the proper preliminary placing and control of very fine sutures for the 
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succeeding anastomosis before snipping out a bit of wall of the epididymis 
to give the opening to the margins of which the split and spread out vas 
must be accurately approximated, these and the several special and delicate 
instruments are a few of the numerous essentials to a proper accomplish- 
ment of the operation. 

That which now remains to be perfected in order to improve prog- 
nosis in these particular cases of azoospermia is the acquisition of some 
means whereby an exact localization of the occlusion may be determined 
before operation—whether this is in the ejaculatory duct, the vas, or some 
part of the more or less convoluted duct comprising the epididymis. Dr. 
Martin’s paper must be adequately illustrated in order to make clear 
both the anatomical technique as well as to show the special instruments. 

Dr. Epwarp MartTINn of Philadelphia: I have not sounded the vas 
because not only would such a procedure add a needless trauma, but also 
because there is no instrument sufficiently small and flexible to admit of 
this procedure being carried on satisfactorily. Moreover, the operation 
once started, would in no way help the patient, though it cannot be doubted 
that as a means to determine whether or not the vas and ejaculatory ducts 
are patulous, it would be of enormous service. It is curious that one of the 
persons presenting himself for operation should have been born without a 
vas, and it is certainly worthy of note that in his epididymis were found 
living and apparently normal spermatozoa. Though it is possible that 
catheterization of the ejaculatory ducts might be the means of determining 
whether or not high obstruction existed, it is a procedure I have never at- 
tempted, though it is at least within the bounds of possibility that by means 
of instruments thus passed, it might be possible to dilate strictures so placed 
as to interfere with the escape of semen from the ampulla into the urethra. 
Microscopical search of the secretion milked out by prostatic scassage for 
whorls of mucin from the seminal vesciles, as suggested by Dr. Young, is 
quite new to me and certainly, as a means of diagnosis, worth careful con- 
sideration. 
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IRRIGATION. AND DRAINAGE OF:THE SEMINAL 
DUCT AND VESICLE iarvasenanecie THE VAS DEF- 
ERENS. 


Win T. BELFIELD, M.D. 
Associate Professor of Surgery (Genito-Urinary), Rush Medical College, Chicago. 


HE vas deferens can easily be brought by the fingers 
against the skin of the scrotum and held there by a half- 


curved needle passed through the skin under the vas. A 
half-inch incision through the skin and envelopes of the spermatic 
cord—painless under local anaesthesia—exposes the vas. A trans- 
verse or longitudinal incision into the vas opens its canal. The 
blunted needle of a hypodermic syringe can be passed into this 
minute canal, and a watery solution of any desired agent injected; 
this liquid traverses the vas and the ampulla, and distends the 
seminal vesicle. 

This operation, and its utility in the treatment of gonorrhoeal 
and other pus infections of the seminal vesicle, were presented by 
me-to:the Chicago Medical Society and described in the Journal 
of the American Medical Association (April, 1905)... Further ex- 
perience has improved the procedure and widened its scope.. .When 
deemed necessary, the vas is stitched to the skin by a fine silk- 
worm: gut suture which passes through the lumen of the canal at 
each cut surface. Thus a fistula is maintained so long as desired; 
and through this fistula the vas and vesicle may be injected daily. 
Moreover the vas serves as a drainage tube for the ampulla, which. 
drainage may be facilitated by passing.a fine silk-worm or horse- 
hair thread along the vas to the ampulla, where it is left until re- 
moved for the next injection. 

By this procedure direct, repeated and successful sendicitien 
of.the vas, ampulla and seminal vesicle is for the first. time made 
possible, and. without a ‘serious operation, . I have usually made 
the operation. in my office, often unassisted, the patient walking 
away at its conclusion and losing no time from his vocation. 

Irrigation and drainage of the seminal duct and vesicle I have 
found to be invaluable in the treatment of the following condi- 
tions: 
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1. Chronic gonorrhoeal infections of the seminal canal (vesi- 
culitis), with or without a gleety discharge; 

2. Chronic pus infections of the seminal canal in the middle- 
aged and elderly (usually mistaken for enlarged prostate) ; 

3. Recurrent epididymitis, which results from repeated in- 
vasion of the epididymis by an infection persistent in the seminal 
vesicle or deep urethra; 

4. Acute gonorrhoeal spermato-cystitis; in this condition and 
in other severe infections, incision into the vesicle from the rectum 
with the galvano-cautery is sometimes desirable for the immediate 
relief of severe symptoms. Liquids injected into the vas then es- 
cape into the rectum. 

In two cases of acute gonorrhoea which presented the symp- 
toms usually preceding extension to the epididymis, including pain 
and tenderness in the inguinal canal, the vas was opened and in- 
jected with argyrol solution. No epididymitis occurred, but fur- 
ther experience must determine the possibility of averting gon- 
orrhoeal epididymitis by this simple procedure. 

In one case of tuberculosis of epididymis, vesicle and prostate, 
the vas and vesicle were irrigated with carbolic acid solution—after 
Rovsing’s method for vesical tuberculosis—without appreciable 
benefit. 

The first injection into the vesicle should not exceed 30 
minims; a larger amount may cause painful contractions of the 
vesicle—spermatic colic—and retention of urine, both of which 
effects I witnessed in my early work. As the inflammatory swell- 
ing subsides, the subsequent injections may be carefully increased 
in quantity. 

Complete section of the vas may sometimes be deemed ad- 
visable, as for arresting the descent of a gonorrhoeal or pus infec- 
tion to the epididymis, or the ascent of a tuberculous infection from 
the epididymis (the latter I have never tried). In such event, the, 
lumen of the vas is easily restored by an end-to-end anastomosis, as 
was proven by Vulliet.t. Instead of suturing the walls of the ap- 
proximated ends, as practiced by Vulliet, I pass a. fine catgut or 
silkworm suture into the lumen of each cut end after freshening, 


1 Zentralblatt fiir Chirurgie, 1904, p. 36. 
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and out through the wall of the vas a quarter-inch from the cut 
end. When catgut is used, the suture ends are tied over the vas 
and dropped into the wound; that the catgut disappears in less than 
three weeks I have witnessed in experiments upon dogs. When 
silkworm gut is used, the ends are brought through the skin and 
tied loosely outside, and removed at the end of a week or two. 
In either case the lumen of the vas is maintained during the union 
of the cut ends. 

The infections of the seminal duct and vesicle constitute a 
neglected field; for the symptoms caused by spermato-cystitis— 
pyuria, frequent and painful urination, even complete retention of 
urine—are generally referred to the bladder and prostate, and 
treated as cystitis and prostatitis. Should the subject be above forty 
years of age—and spermato-cystitis is common after that period— 
he is apt to be accused of harboring an enlarged prostate, and 
urged to submit to prostatectomy. A typical example of this ail- 
ment was a patient seventy-two years old, seen with Dr. F. 
Henrotin, of Chicago, in June, 1904. After the usual symptoms 
of ‘‘ cystitis”’ for several weeks, complete retention of urine had 
occurred. Examination showed the prostate swollen, the left sem- 


inal vesicle distended and tender. All operative interference be- 
ing refused, a permanent catheter was used to relieve the retention; 
after several weeks the pus, traversing the vas, caused an abscess 
of the epididymis. Soon after this was opened and the vesicle there- 
by drained, the bladder function was completely restored and the 


patient has had no urinary troubles nor “‘ cystitis” since. Before 


prostatectomy became a dangerous fad, physicians frequently saw 
cases of complete retention of urine in elderly men, with a spon- 
taneous and more or less lasting cure after a free discharge 
of pus with the urine; these, like the so-called ‘‘ prostatic abscess ”” 
with retention of urine, caused by gonorrhoea, when the discharge 
of pus into the urethra ends the retention, are usually infections 
of the seminal vesicle or of the utricle. (Attention was directed to 
infections of the utricle by myself in the Journal of the American 
Medical Association, April, 1894.) 

By the method I have devised, these very important because 
very common infections of the seminal duct and vesicle are made 
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amenable to treatment—direct medication and drainage—without 

-danger to the patient or to his sexual function. The liquids I pre- 
fer for injecting the vas and vesicle are, against the gonococcus in- 
fection a 10 per cent. solution of argyrol freshly dissolved; against 
pus infections, berberine muriate, 1:500 or silver nitrate 1 :1000, 
gradually increased. (The solubility of the berberine salt is much 
increased by adding a little glycerine to the water.) 

That serious and sometimes fatal gonorrhoeal infection of 
the seminal vesicle occurs, was taught by Velpeau as early as 
1836; * and many surgeons confirmed his findings through similar 
autopsies. While sporadic cases, in which such suppurating vesi- 
cles were incised from the rectum, were reported by Cock, Kocher 
and others, it remained for Lloyd ® to call attention to the frequ- 
ency with which such pyo-vesiculosis occurs, and to advise incision 
thereof with a long-bladed knife through the perineum. _ About the 
same time Dittel,* the father of perineal prostatectomy, used the 
incision which he had devised to attack the prostate, for exposing 
and incising abscesses of the seminal vesicle—the incision adapted 
by Ullmann,°* by the way, for the pioneer extirpation of the sem- 
inal vesicles. Dittel’s operation was later modified by Fuller,® 
who, in 1905, reported 7 33 cases in which he had opened the sem- 
inal vesicle for suppuration and other lesions through this perineal 
dissection. 

The Dittel-Fuller operation is admittedly severe and bloody, 
entailing risks and requiring weeks of confinement to hospital. It 
seems justified, if at all, only in cases of peri-vesiculitis. For the 
method that I have devised, involving only a half-inch cut through 
the skin, no risks and no confinement to the house, suffices for all 
except the most acute and severe infections with distention of the 
vesicle-pyo-vesiculosis. The immediate relief demanded by this 
dangerous condition, is furnished with less damage to the patient 
than the severe Dittel-Fuller operation causes, by a simple incision 
with a fine cautery knife from the rectum. No drainage nor treat- 

2L’Union Médicale, 1836, p. 562. 

3 British Medical Journal, 1889, I, p. 882; Lancet, 1891, II, p. 974. 
«Wiener med. Blatter, 1894, p. 261. 

5 Centralblatt fiir Chirurgie, 1890, p. 137. 


6 Journal American Medical Association, 1901, p. 1228. 
7 Medical News, 1905, p. 43- 
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ment other than strips of gauze in the rectum is required after this 
incision; for the vesicle can be irrigated daily from the vas, by 
the method I have described, the irrigating fluid escaping into the 
rectum or into a cylindrical rectal speculum introduced for its re- 
ception. 

A frequent inquiry by physicians to whom I have demon- 
strated and explained this operation is, ‘‘ Do you not cause impo- 
tence by occluding the vas?”’ ‘The answer is first, that I do not 
occlude the vas: even in the cases in which complete section of the 
vas is made, the cut ends are reunited and the lumen restored when 
the object is accomplished. Second, that complete occlusion of 
both seminal canals does not impair the subject’s sexual desire and 
capacity, is proven clinically by the numerous cases of double gon- 
orrhoeal epididymitis with azoospermia, and experimentally by nu- 
merous resections of both vasa in men as well as in animals. 

While a study of the effects of division of the vas is only cog- 
nate to my operation—which does not regularly include such 
division—yet it may not be amiss to recall several interesting facts 
elicted by such study: 

1. Effects upon the bladder. Wassilieff * found that division 
or resection of the vasa lowers the tone of the vesical sphincter. 
Lusona ® introduced a manometer into one divided ureter of.a dog, 
and filled the bladder by injecting water through the opposite 
ureter. He found that distinct lowering of the intravesical pres- 
sure promptly followed not only division of both vasa, but even 
the isolation of one vas without incision. These experimental data 
possibly illumine the clinical relief of vesicle tenesmus sometimes 
obtained by section of the vasa. The most plausible explanation— 
not offered by Lusona—seems to be that by dividing or even isolat- 
ing the vas the peristaltic contractions normal to that tube and 
transmitted through the ampulla and vesicle are arrested; and the 
quietude of the latter structures decreases the muscular irritability 
of the vesical sphincter. 

For the intimate functional relation between the seminal res- 
ervoirs and the vesical sphincter was impressed upon me in my 
earlier cases. In one patient the injection of 8 c. c. of argyrol solu- 


8 Allg. med. Central Zeitung, 1903, No. 46. 
® Zentralblatt fiir Chirurgie, 1906, p. 41. 
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tion into the vesicle caused complete retention of urine, requiring 
catheterism for 28 hours; during this time the patient repeatedly 
had severe spermatic colic, causing the expulsion of the black 
argyrol solution into the deep urethra and bladder. The cessation 
of the colic, the disappearance of the argyrol solution and the 
resumption of voluntary urination were coincident. Evidently the 
spasmodic contraction of the ampulla and the vesicle inspired a sim- 
ilar action of the external vesical sphincter (membranous urethra). 
That the mere mechanical distention and not irritation by argyrol, 
caused these phenomena is shown by another observation in which 
the same effects followed the injection of 10 c. c. of sterile water. 
The quantity of liquid which vesicles will receive without attempts 
at expulsion varies naturally within wide limits; I now begin 
with 30 minims. 

This proven functional association of the vesical sphincter 
with the seminal ducts, suggests a flood of speculations as to the 
cause and cure of “‘ irritability of the bladder.” 

2. Effect upon the testis. Spangaro ?° made microscopic ex- 
aminations of the testicles of three men upon whom resection of 
the yas had been made 12 days, 6 months and 24 years earlier 
respectively. He could discover nothing abnormal. 

Marrasani,'! studying the question upon animals, asserts that 
resection of the vas sometimes causes distinct changes in the struc- 
ture of the testicle, notably a sclerosis of the epithelium. 

Tournode '? found that experimental obliteration of the vas! 
caused.a retrogressive involution of the testicle, including atroph 
of the seminal canals; but that mere interruption of the continui 
of the vas without obliteration of its lumen, caused no appreciable 
change in the structure of the testicle. 

Posner, who practices puncture of the testicle in cases of obs 
struction of its duct through epididymitis, has withdrawn spera™ 
matozoa five, ten, in one case seventeen years after the obstructing 
epididymitis occurred. 

Clinical observation does not warrant the belief that either th 
internal or the external (spermatic) secretion of the testis is im 
paired by section of the vas. 


10 Jahresberichte, 1903, II, p. 729. 11 [bid. 12 Thése de Lyons, 1903. 











Second Day, June 2, 1906 


ON THE TREATMENT OF PROSTATIC ENLARGE- 
MENT.! 


By JAMeEs PEDERSEN, M. D., New York City. 


Y purpose in this paper is to discuss the subject broadly, 
M to indicate, if possible, what leads up to prostatectomy 
and what away from it, to cite cases in illustration 
and avoid the technical details of the operation in its several 
modifications. These details have been discussed sufficiently, 
sometimes to the exclusion of the more important considera- 
tions. The subject should be the patient, not prostatectomy; our 
object should be to net him the best result possible, not alone to 
perform an operation seductive because of the skill required and 
radicalism implied. Perfection in technique does not justify an 
operation not indicated. 

The first of the important considerations is: when shall 
surgical intervention be advised? The second, logically: which is 
the operation of choice in the patient under treatment? As to 
the time for surgical intervention, three teachings are recognized: 
(1) Immediately upon the first retention. (2) As soon as cath- 
eter life has to be begun. (3) When catheter life fails. As to the 
operation of choice we have to consider, in the order of our pref- 
erence, (1) Perineal prostatectomy, (2) Suprapubic pros- 
tatectomy, (3) Prostatotomy by means of either a bistoury applied 
through a perineal incision or Bottini’s galvano-cautery incisor. 

1 This paper was discussed in connection with Dr. Chetwood’s, which follows. 
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At the present stage of our knowledge it is not possible, in my 
opinion, to categorically say when surgical intervention shou!d be 
advised. We need more detailed, descriptive and searching sta- 
tistics, especially as to end-results, on both the conservative and the 
radical sides. 

The exclusive advocacy of one operation as the operation of 
choice, I beg to submit, is unwarranted and futile. The variations 
in the state, degree and complications of the pathological condi- 
tion to be relieved should preclude a fixedly preconceived opera- 
tion of choice. 

Recent statistics of significant value are contained in the com- 
prehensive paper by Belfield in Vol. IV. of ‘“‘ Progressive Medi- 
cine,” December, 1905. Further condensed they would show that 
the English and French, the former especially, advise the supra- 
pubic operation; that the Germans are almost evenly divided, the 
slight though important preponderance being, however, on the 
same side; that with us the apparent choice is the perineal; that 
the mortality abroad and at home practically agree at about 9% 
as to the perineal operation and at about 5% as to the suprapubic, 
making about 7% for all cases. This differs from Watson’s statis- 
tics based on an exhaustive analysis of 2627 cases variously oper- 
ated by 100 different operators. (Annals of Surgery, June, 
1904.): He gives the mortality in 530 cases of perineal prostatec- 
tomy as 6.2% ; in 243 cases of suprapubic prostatectomy as 11.3%; 
in 1086 cases of Bottini’s operation as 6.3% and in 207 cases of 
catheterism as 7.7%. 

I would agree with Belfield in commending Whiteside’s paper 
in The American Journal of Urology, July and August, 1905, 
in which a timely protest is entered against excessive enthu- 
siasm for operating and a just criticism is made of the lack of ante- 
operation details. In a group of 238 mixed cases Whiteside finds 
“absolutely good results in only 30%,” a mortality in perineal 
prostatectomy of 20% in 36 cases reported by nine operators, of 
8% in Murphy’s 51 cases, of 5% in Young’s 75 cases, and of 
3% in Goodfellow’s 75 cases. He pointedly remarks that the 
average of these mortality figures is not much better than the 13% 
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given as the mortality 12 years ago, and he rehearses the “ unto- 
ward results’ found among the 36 cases already cited. While 
commending both his protest and his criticism, I cannot agree with 
him as to his comparison. A just comparison cannot be drawn ex- 
cept from the statistics of a longer series of cases furnished with 
ante-operation details and “‘ end results ” by several operations of 
more nearly equal skill. Supporting my point is the fact that 
Freyer’s mortality of 10% in 110 suprapubic prostatectomies falls 
to 5.8% if his first 25 operations are thrown out and the results 
of the remaining 85 alone are computed. 

I would next comment upon Albarran’s report, the conclu- 
sions in which are drawn from his study of the end-results in his 
cases of perineal prostatectomy, 44 of which were inspected a 
year after operation and 15 after from three to four and one-half 
years had elapsed. All but seven are regarded by him as com- 
plete successes in that they totally empty the bladder. Of these 
seven failures (four partial and three complete) he remarks as 
noteworthy that five had small prostates and incomplete retention. 
The total number of small prostates he subjected to prostatectomy 
was 11. Five of these had an enlarged median lobe; its removal 
was followed by a perfect result. Six had no enlarged median lobe 
and netted only one perfect result. He calls the pathologic state 
presented by these six cases, chronic hypertrophic prostatitis. He 
says that it sometimes eventuates in complete retention; but that 
the partial retention is not due so much to visible obstruction as to 
imperfect opening of the urethro-vesical orifice. 

It is pertinent to remark here that these are the cases in which 
prostatotomy by either the Bottini instrument or a bistoury is of 
service when any surgical intervention is indicated, and that, as Al- 
barren says, they are rarely benefited, in fact are often made 
worse, by prostatectomy. 

Case I, incipient prostatic enlargement, illustrates the value of 
palliative treatment in postponing indefinitely the necessity for 
radical measures. 

R. V., 51, m., always a hard manual worker and looking older 
than his given age, had suffered frequency of urination, slight 
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hesitancy and initial pain for two years. These symptoms had 
developed gradually; it was two months before they had reached 
their climax. The frequency rose to an hour and a half, and to 
completely empty the bladder meant a teasing desire gradually 
relieved by the discharge of a small quantity of urine every fifteen 
minutes. That the quality of his urine had had something to do 
with his symptoms was evidenced by two facts: the occurrence of 
a general pruritus apparently of lithaemic origin concomitant with 
his greatest frequency, and the slight, temporary improvement 
that had followed medication by his physician. Recently the fre- 
quency had been two hours. He had had no venereal disease. His 
sexual life, which began with his marriage at twenty-six years of 
age, had been normal, barring a moderate frequency in coitus 
during the first five years. Desire began to wane with the onset 
of the bladder symptoms and he had not cohabited in the past six 
months. Examination showed three ounces of residual and an 
enlargement of the prostate, the left lobe especially, as felt by 
rectum. 

Under treatment that comprised irrigations and instillations 
of silver nitrate solutions, and digital massage of the prostate, his 
frequency-at once began to fall, and his residual urine to diminish. 
This improvement has been constant and progressive. Since the 
eighth week he has been able to hold his urine three hours com- 
fortably, and up to four hours when necessary; he has not had to 
rise more than once at night—many nights not at all—and the 
residual, accurately measured, is two drachms. His urine has 
been and is of normal appearance; the urethral length is 84 inches; 
the prostate is now about normal in size, but dense and hard, the 
left lobe especially. He declares he is comfortable and that his 
urination is steadily improving. It is probable that if he could 
modify his diet and improve his assimilation, a further reduction 
in his diurnal frequency would result. 

Case II illustrates a class, many of which, undoubtedly, have 
been hurried into an unwarranted operation. It raises the ques- 
tion whether it is good practice always to perform prostatectomy 
on the occurrence of the first retention. The case is typical and not 
rare. 


or-- DSS os = 
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V. Q. J., 63, s., had been in the habit of holding his urine 
for an hour or more overtime during the preceding two years. 
Apparently, however, he experienced no urinary symptoms until 
on a recent vacation that exposed him to unsought discomforts and 
coarse, poorly-cooked fare. Within a few days there developed 
frequency, some ardor, considerable tenesmus, and incontinence 
whenever recumbent, awake or asleep. The frequency was fifteen 
minutes day and night; the incontinence amounted to a few drops 
when he was awake, but to a large volume when asleep. Under 
medical treatment by his physician the symptoms persisted for a 
week, then began to abate gradually. 

When he was referred to me, seventeen days after the onset, 
the diurnal frequency was only an hour and a half, only slight 
ardor remained, and the tenesmus practically had ceased; but the 
nocturnal frequency had been entirely superseded by the inconti- 
nence, made worse by the large quantities of water he was drink- 
ing by advice. 

There is a history of a venereal lesion fifteen years ago with- 
out sequellae. His sexual life has been extremely negative. 

Examination showed an over-distended bladder reaching al- 
most to the umbilicus and obscuring the contour of the prostate 
by bulging downward toward the rectum. Out of respect for the 
patient’s exhausted condition and timidity, instrumentation was 
not undertaken on this occasion, his first visit; but the daily allow- 
ance of water was reduced to physiologic limits, his coffee was 
restricted and his fluid diet was replaced by solids. He refused to 
remain in bed until it should become imperative, though the pos- 
sibilities were told him. 

Within forty-eight hours the ardor and incontinence had be- 
gun to lessen, and when he reported to me at the end of that inter- 
val his vesical sphincter was able almost completely to control the 
diminishing overflow. He had urinated only three times during 
the night. Gradual relief of the over-distended bladder was now 
begun. 

That night he rose but twice and had no incontinence. It 
never recurred. The next morning, at my office, after he had 
voided four ounces as usual, four and a half ounces were drawn, 
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emptying the bladder, thus establishing four and a half ounces as 
the initial residual. 

That night he urinated but once. Three nights later he be- 
gan,to sleep through without urinating, and at the end of a week, 
after he had been taught to urinate in “ editions,”’ the residual was 
found to be only two and a quarter ounces. Seven weeks later, 
when tested again, it was only one and a half ounces; his diurnal 
intervals were two hours long on occasions, but three hours long 
as a rule; there was no nocturnal urination and he had recovered 
his strength. Two weeks later, when next he reported, he could 
hold his urine four hours. This condition obtains to-day. The 
urethral length is 84 inches; the prostate, by rectum, is broad, flat 
and moderately enlarged; the urine is sterile. 

In other words, this patient had complete retention, overdis- 
tension and incontinence, due to an acute congestion of his en- 
larged prostate, all of which disappeared under treatment, leaving 
him absolutely as well as before. Barring the first three weeks, 
he was not seriously inconvenienced nor kept from business, and 
had the retention been recognized the moment the incontinence 
developed or earlier, this period of three weeks would have been 
significantly shortened. The very prompt return of power to his 
detrusor is noteworthy. This result gives me satisfaction, and, 
considering the patient’s temperament, environment and lack of 
vigor, I think the satisfaction justifiable. To have operated would, 
I believe, have exposed him to an unnecessary risk. 

Case III illustrates a phase of catheter life that leads to a 
change of advice. 

V. L. 60, m., when referred to me three years ago, gave the 
following history: For the past seven years he had been passing 
a soft rubber catheter once daily and irrigating regularly. He had 
gone along very comfortably, holding his urine as long as seven 
hours, suffering only off and on from attacks of prostatitis and ex- 
acerbations of his chronic cystitis. Ten days before his visit an 
unusually severe attack had developed with the usual symptoms— 
great frequency, some urgency, sharp tenesmus. After a week he 
stopped passing his catheter on finding that the residual was only a 
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very little instead of “ the quart ”’ he had been accustomed to draw. 
He had had urethritis thirty years before and syphilis “two or 
three times.”” He had no alcoholic, tobacco, nor coffee habit. 

Examination showed a large man in fair general condition. 
He urinated a feeble dribbling stream. A soft rubber catheter en- 
tered easily and found four ounces of residual urine. The pros- 
tate was large, full, boggy and symmetrically ovoid as felt by rec- 
tum; it presented considerable intravesical enlargement to the 
searcher. There was no calculus. The membranous urethra was 
narrowed to 25 F. 

After five days of preparatory treatment, including gradual 
dilatation of the membranous urethra, cystoscopy became possible. 
It proved the absence of calculus, and demonstrated a large median 
lobe with considerable enlargement of the left as compared with 
the right. 

He remained under observation and treatment eleven days 
longer, then disappeared, the attack and exacerbation having so 
far subsided as to make catheterism only twice daily sufficient. 
The dilatation of the membranous urethra had reached only 29 F. 
Prostatectomy was offered, but not urged; the man’s average com- 
fort more than outweighing the very infrequent and temporary 
discomforts. 

He reappeared a year ago complaining that all voluntary 
urination had ceased, necessitating catheterism four or five times 
every twenty-four hours, including once at night, and that for the 
past three months he had suffered from recurring attacks of 
epididymitis. 

After five days of treatment under observation it was clear 
that catheter life in his own hands had come to an end. Perineal 
prostatectomy was performed, the intravesical outgrowth as esti- 
mated by searcher, cystoscope and rectal touch not being so large 
as to demand the suprapubic operation, and a complicating calculus 
having been excluded. 

The patient made an uneventful recovery aside from a slight 
febrile movement the first three days and a mild phlebitis later on 
in his long-standing varicose veins of the leg. The iodoform 
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gauze packing was removed the first day; the perineal tube at the 
end of forty-eight hours. He was up on the tenth day, and left 
the hospital on the eighteenth. 

The perineal wound had closed permanently; but he suffered 
slight incontinence whenever the bladder became full, on which 
occasions he voided from eight to nine ounces, leaving a proven 
residual of three ounces. There was no nocturnal urination. Six 
days later he passed a small, black, irregular calculus with yellow- 
ish incrustations—undoubtedly a prostatic calculus that had been 
forced from its follicle during the prostatectomy. 

Under persistent after-treatment the chronic cystitis improved 
and the residual fell to one and a half ounces. It is now stationary 
at two ounces. The incontinence obliged him to wear a urinal for 
about two weeks and continued in varying but gradually decreas- 
ing degree, favorably affected by rest and massage of the prostate, 
unfavorably by exercise and any dilatation of the urethra above 20 
F., until at the end of six months it ceased. A few drops escaping 
when his bladder is very full and he is fatigued, is all that remains 
of it to-day. His urinary intervals have been normal since he left 
the hospital; very rarely has he had to urinate at night; his general 
condition and health are good; he has gained about eighteen 
pounds. For a time he was as potent as before the operation; but 
latterly there has been a falling off. 

In view of the otherwise good result, it is to be regretted that 
the very last portions of the prostate were not removed. Had this 
been done he probably would have been relieved of all residual 
urine and that, in all probability, without having increased or pro- 
longed his temporary incontinence. 

Case IV brings out one of the indications for suprapubic 
prostatectomy and is presented because of this and other interest- 
ing features. 

I. E., 68, m., came under observation last June in a forlorn 
condition due to prolonged suffering and neglect. The salient 
points of his long history were, that about three years ago (having 
been on catheter life) he had had galvano-cautery prostatotomy 
performed through a perineal incision; he had left the hospital 
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unimproved, had visited many dispensaries without benefit, and 
that from time to time sudden attacks of retention had occurred 
which he had relieved by passing the soft rubber catheter he used 
regularly before the prostatotomy. His constant subjective symp- 
toms were: great frequency, some urgency, marked tenesmus and 
exhaustion. 

Very little study showed that the attacks of retention were 
mainly—if not wholly—due to spasm. Under test, the bladder 
capacity was about two ounces. The searcher promptly detected a 
calculus and suggested a second. When cystoscopy became pos- 
sible it revealed a deep, median groove below the internal meatus; 
prominent lateral lobes bounding this groove; a phosphatic calculus 
lodged beyond the border of the right lobe and partly overhung 
by it, and a second calculus, apparently caught in a secondary 
groove abve the level of the internal meatus. 

Knowing that the true state of the prostate could not be deter- 
mined until some time after the calculi had been removed, 
litholapaxy was undertaken. Much to my chagrin the calculi could 
not be dislodged; only their free portions could be seized and 
crushed. A suprapubic cystotomy was therefore subsequently per- 
formed. The actual enlargement of the prostate was much greater 
than suspected; it resembled a thick ring obliquely surrounding the 
internal meatus. The groove dividing the median lobe was not 
deep enough to completely drain the bladder. The remains of 
the calculi were removed, complete prostatectomy performed, and 
drainage above and below was established. 

The patient’s powers of resistance were so low that the supra- 
pubic wound became badly infected as soon as the tubes had been 
removed, which was on the fourth day. The perineal tube, 
therefore, had to be reintroduced. It was not until eighteen days 
later that it became permissible to remove it permanently. Thus, 
unavoidably, a perineal sinus resulted, which persisted despite 
every attention on my part consistent with his daily work, leaking 
more or less continuously for four and a half months. He left the 
hospital on the thirty-fifth day, the suprapubic wound firmly 
healed. Incontinence, apparent as soon as the perineal tube had 
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been removed, persists, obliging him to wear a urinal. As was the 
case with the leakage, the incontinence ceases when he lies down, 
sometimes when he sits down. There is no nocturnal urination. 
’ On rising in the morning he voids from six to eight ounces in a free 
forcible stream. The urine is feebly acid; but contains an excess 
of mucus and a few flakes and small shreds. 

Possibly this patient should have been classed among those 
who do better when a preliminary suprapubic cystotomy is per- 
formed to rest the bladder by drainage and allow the patient to 
recuperate his vitality before undergoing the prostatectomy. He 
has, however, done well, all things considered. He has gained 
flesh and strength; he is now able to do a full day’s work in the 
factory with fair comfort. Sexually, he is as negative as he was 
for some time before the operation. 

Case V illustrates the condition called ‘‘ prostatism without 
enlargement,”’ the treatment of which requires considerable study. 

_ F. K. M., 67, m., complained that for ‘‘ several years” past 
he had had to urinate once during the night and for a year past 
had had diurnal frequency—from once every hour to once every 
three hours—depending upon the quantity of fluid ingested and 
upon the character of his immediate mental occupation. To these 
facts he voluntarily added that some form of urethral instru- 
mentation, given him three times weekly for six months about a 
year before, when the diurnal frequency first developed, had been 
of no benefit; but that after three days of treatment in bed for a 
gastro-intestinal disorder the urination had returned almost to nor- 
mal and had so remained for “ several days.”” He had escaped 
the venereal diseases, though his sexual life began when he was 
seventeen years old. From the day of his marriage until he was 
fifty, he had cohabited several times weekly, thereafter once 
weekly, and had practiced withdrawal regularly until he was about 
forty-five. He was still vigorous sexually, and now cohabited 
normally with perfect satisfaction. He had been a total abstainer 
from alcohol and coffee for the past year and from tobacco for the 
past thirty years. Considering his partially sedentary life, he was 
overeating and was not drinking enough water between meals. 
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Examination showed a healthy, active man, vigorous alike 
in mind and body. His urine, voided in a good stream without the 
slightest abnormal sensation, showed uric acid and calcium oxalate 
crystals in abundance, thus confirming the suspicion that the qual- 
ity of the urine might be a partial cause of his frequency. The 
residual urine amounted to one and a half ounces. The prostate, 
by rectum, was of the small, firm variety, indicating interstitial 
changes. It was slightly tender. The urethral length was eight 
inches. 

Under regulation of his diet and fluids, supplemented by local 
treatment, the residual soon fell to half an ounce, and the urinary 
intervals lengthened to an average of two hours when at his desk, 
to somewhat longer when exercising, and to four hours when 
recreating. 

Coitus once weekly was not only allowed, but also advised, 
observation proving in his case that it added to his comfort by 
helping to relieve the prostatic congestion. 

This patient has been under my observation nearly two years. 
During this period he has had three slight and two sharper ex- 
acerbations, the former marked by increased diurnal frequency, the 
latter by a nocturnal frequency as well, plus, on two occasions, the 
characteristic pains of prostatic hyperaemia. Coincidently there 
was an increase in the residual urine; but it never reached the orig- 
inal ounce and a half. The average residual to-day is six drachms. 
Retention has never even threatened. All five of the exacerbations 
followed definite errors in diet; two were accompanied by suba- 
cute rheumatism in certain joints; one was aggravated by an un- 
satisfactory coitus. Through all, the urine has kept its normal 
appearance. None of the exacerbations kept him from business. 
In the intervals the days have been few when he could not hold his 
urine five hours if necessity demanded, though more frequent urina- 
tion was more comfortable. Though this degree of frequency is 
an interruption, it is not an interference in his case; therefore, even 
so comparatively trifling an operation as dividing the prostatic 
bar with bistoury or the Bottini instrument in the hope of further 
improving his bladder function, has not been advised. In my 
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opinion he is as near normal as a man of sixty-nine can expect to be, 
and by reasonable attention to his diet, habits and mode of life, 
I believe he can always keep his “‘ prostatism ”’ under control. 

Whereas Bottini’s operation has failed of universal applica- 
tion, it nevertheless has a well defined though limited place in the 
surgery of the prostate. This should be more generally conceded 
than it is, as the end-results reported by competent observers and 
skillful operators are undeniable. Granting that surgical interven- 
tion is demanded in the given case, the indications for the Bottini 
operation are: prostatic bars; Albarran’s chronic hypertrophic 
prostatitis without median lobe enlargement of any extent; ad- 
vanced carcinoma of the prostate (Willy Meyer) ; prostatic en- 
largement when positive contraindications to prostatectomy exist. 
These contraindications to prostatectomy are those of any major 
operation; but advanced kidney disease probably will become less 
of a contraindication than in other fields of surgery, in proportion 
as operators attend to the preparatory treatment for prostatectomy 
and as the two-stage operation comes more into vogue in critical 
cases. Among the writers making special mention of these points 
is Albarran, who counts chronic over-distension of the bladder and 
systemic infection from the bladder contraindications to pros- 
tatectomy until those conditions shall have been first relieved by 
catheterism, irrigation and, if necessary, by drainage. It is doubt- 
ful whether we can yet assure a patient that he will be both potent 
and virile after prostatectomy. More evidence is needed. The 
procreative power, therefore, when made an imperative require- 
ment, must still be a contraindication to any radical treatment. Old 
age, taken alone, is no contraindication. 

Taking the patients with the symptoms of prostatic enlarge- 
ment as they have presented themselves to my observation, the 
foregoing cases being type-illustrations, it is my opinion that the 
teaching which advises surgical intervention as soon as catheter life 
fails, comes nearest to being correct. Even this cannot be ac- 
cepted, however, without further definition and a clear under- 
standing of its qualifications. Thus, catheter life may fail at once 
upon attempting to establish it or not until it has progressed for 
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years; the patient may be unwilling to enter upon it and insist 
upon immediate radical measures; the patient’s susceptibilities, his 
intelligence and his dexterity are factors for or against trying 
catheter life. Who shall say that the intelligent, dexterous man, 
able to care for himself, or that the man of extreme sensibilities, 
able to have a trained attendant, will not live at least as long 
and as comfortably as to his bladder function as his less fortunate 
neighbor who had to submit to an early operation which, though 
it has enabled him to urinate perhaps with comfort, has not neces- 
sarily freed him from all complications nor sequellae. Attention 
may be called at this point to what is implied in Albarran’s state- 
ment that perineal prostatectomy is preferred because of the lower 
mortality, but that suprapubic prostatectomy will become the 
operation of choice as soon as the technique shall have been per- 
fected, its results being remarkable because it is followed by ‘no 
permanent fistulae, no cicatricial contractions about the neck, no 
injuries to the rectum, no loss of sexual power.” , 

My paper is not a plea for catheter life as opposed to 
prostatectomy; for bare conservatism as against bare radicalism. 
It is submitted as an argument for discriminating intervention as 
against indiscriminate operating; for finer distinctions in the field 
of indications, and for a rational application of all the known meth- 
ods and means of treatment in such proportions as shall gain the 
maximum result for each individual patient suffering from the 
symptoms of prostatic enlargement. 
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CONSERVATIVE PROSTATECTOMY WITH MINI- 
MUM HAZARD 


By CuHartes H. Cuetwoop, M. D., New York. 


HE object of this brief communication is not to describe 

a novel operative technique, but simply to record 

observation of personal work performed during the past 

year, in a class of cases of prostatic surgery which may be 

described as “ bad risks,”’ or those which go to make the mortality 
rate of any operator high. 

Statistics of prostatectomy operations vary so widely and 
opinions seem so to differ amongst many surgeons, that one is in- 
clined to wonder what is the real concensus of opinion concern- 
ing the hazard of prostatectomy. 

Each year this association has listened to the splendid reports 
of its able members, and the brilliant technique which has 
gradually reduced the mortality percentage of prostatectomy in 
the last decade at least at the rate of one per cent. per annum; yet 
it cannot be denied that, in some cases, it makes little difference 
how brilliant the operator or how perfect his technique, certain 
physical conditions exist which cannot be reckoned with. 

Each case has its own personal equation comprehending the 
important features bearing upon it. Among these features of 
accepted importance we may cite the age and general vitality of 
the patient. It stands to reason that, other things being equal, 
statistics confined to patients seventy or eighty years old, should 
show a higher degree of mortality. Again, the kidneys bear so 
important a relation to the immediate condition and the future 
outlook of every prostatic about to be operated upon, that the 
greater the damage already to these organs the less they can be 
expected to withstand additional strain in connection with opera- 
tion. 
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A man who consumes a great deal of food without exer- 
cise, runs to fat, is soft and flabby and has little resistive power 
generally, is a bad subject for infectious fevers and likewise a poor 
subject for an operation of the nature of prostatectomy on account 
of the resistance required against urinary absorption. A man 
who, after a life of ease and comfort and self-indulgence, is visited 
in his advanced years with some great shock or business care of 
magnitude, has his resistive power much reduced by the trauma 
to his nervous system and is a poor surgical risk for prostatectomy. 

If we sum up briefly the dangers and difficulties to be con- 
tended with in prostatic operations as urinary suppression, sec- 
ondary shock, general toxemia and—in especially congested pros- 
tates—profuse hemorrhage, the mortality rate or hazard would 
bear a more or less direct relation to the existence of these fea- 
tures in any given case. 

No one will by choice operate in an emergency; and it has 
been in connection with the emergency cases of prostatic surgery 
upon which I have been compelled to operate in the past five years, 
that I have been impressed with the special value in these several 
instances of operating upon the prostate in two stages. So that 
for some time past it has become my practice in a certain number 
of cases suggesting high operative risk, to perform the work 
designedly in two separate stages rather than do a complete and 
radical removal at the first operation. It has happened that, within 
the past twelve months, there have been about eight such cases, 
so severe in type and so threatening in character that, in drawing 
statistics to determine the average rate of mortality, they should 
be considered by themselves. Yet the result in each instance has 
been so strikingly satisfactory, that I have seen fit to select this 
theme for the subject of my communication to this association, and 
submit these cases in evidence of the value of that particular kind 
of conservatism in the class of cases they represent. 

It may be claimed, with some truth, that several or all of 
these patients might have survived a radical operation in one stage 
by suitable technique in the hands of a rapid and efficient operator; 
yet as I scan the histories of these cases and reflect upon the per- 





84. AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS 


sonal impression gained of each situation, I cannot but feel that, 
had a different course been pursued, most—if not all—of them 
would have succumbed; whereas, even if a few of them had not 
done so, the risk of radical primary operation would certainly 
have been greatly increased. 


CASES 


CasE 1. D. D., age eighty. February, 1905; usual 
symptoms of prostatism. 

Urination—Every 4 to 1 and 14 hours day and night. 

Pain—During and after urination, and burning during exer- 
tion, both in the glans penis and epipubic region. 

Urine—Turbid, purulent, foul and ammoniacal. 

General Condition—Feeble and shows evidence of urinary 
toxemia; tongue dry; breath fetid, etc. 

Previous History—Patient has never had complete retention, 
but has on several occasions attempted to relieve himself by the 
use of a catheter. His doctor states that his urine was perfectly 
clear up to six months ago. 

Examination—Prostate per rectum moderately enlarged. 
Urethral length seven inches. Residuum 14 oz. Search for 
stone negative. Concentric, intravesical, moderate prostatic 
growth is felt with searcher. 

First operation, February 8. Perineal cystotomy. Digital 
exploration finds a circular and symmetrical prostatic growth. One 
galvano-cautery incision, enlarging the vesical orifice and a drain- 
age tube inserted. 

Second operation, February 17. Two portions of prostatic 
tissue the size of a large English walnut are removed through 
perineal wound and prostatic urethra. Hemorrhage promptly 
and effectually controlled with formaldehyd gelatin and packing. 

Patient out of bed on third day after removal of prostate. 
On account of age, convalescence is slow, but ultimate progress 
entirely satisfactory. Last observation one year after operation. 
Patient empties bladder completely, retaining urine for 2 to 4 
hours, and is in excellent general health. 
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CasE 2. B. G., age fifty-three. May, 1905; usual 
sypmtoms of prostatism. 

Urination—From 1 to 2 hours by day, and 5 or 6 times at 
night. 

Pain—Great smarting during and at the end of urination. 

Urine—Turbid; purulent. Laboratory examination shows 
albumin in marked quantity and epithelial casts. 

General Condition—Poor. Patient is flabby and soft; takes 
no exercise; eats excessively ; dyspeptic, constipated, neurotic. 

Previous History—Duration of trouble over 10 years, be- 
ginning with stone in the bladder with acute retention; since when 
symptoms have become gradually worse and kidney implication 
progressively increased. 

Examination—Prostate per rectum bilaterally enlarged; ure- 
thral length, 8 inches. Residuum, 3 0z. Search for stone nega- 
tive. Searcher distinguishes moderate, intravesical abutment and 
a median bar. 

May 8, first operation. Preliminary perineal drainage. 
Intravesical exploration feels a very tight urethral orifice and 
general circular hypertrophy of prostate. 

May 15, second operation. Galvano-prostatotomy. Two 
cuts, one on each side, 1 centimeter in length. Hemorrhage 
promptly and effectually controlled by formaldehyd gelatin and 
packing. Drainage renewed for three days. 

Patient leaves hospital at the end of two weeks. Ultimate 
progress satisfactory. 

November 14, 1905. Last observation®six months after 
operation. Patient empties bladder completely. The urine is 
opalescent, but perfectly sweet. Urination every 2 to 4 hours. 
Still some albumin in urine. General condition much improved. 

Case 3. J. A. C., age seventy-nine. 

November, 1905. Complete retention, which has existed 
for four years. Catheter has gone with increasing difficulty, and 
size has been reduced until one with stylet has become necessary. 
Finally, for several days urethra has closed entirely and his at- 
tendant physician has been called in to relieve him by aspiration. 
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Urine—Muco-purulent; ammoniacal. 

General Condition—Poor. Pulse irregular; tongue coated. 

Previous History—As above stated, catheter life for four 
years; prior to which the usual symptoms of prostatism were in 
force. 

Examination—Prostate, per rectum, rounded, succulent, con- 
gested, about the size of a golf ball. Urethral length, 9 inches. 

November 10, first operation. Preliminary perineal drain- 
age. Patient stands operation poorly, but reacts satisfactorily. 

November 17—one week later—second operation. Two 
large prostatic lobes removed through the granulating perineal 
wound after preliminary galvano-cautery incision of vesical 
orifice, which is very tight. The obstruction in this case is found 
to be two-fold—a tight vesical orifice and lateral compression of 
the prostatic urethra by the two lobes, which are removed. 
Hemorrhage promptly and effectually controlled with formaldehyd 
gelatin and packing. 

Seventeen hours after operation, patient is reading the daily 
paper. Four days later tube removed and urination through 
perineal wound. 

Seven days after operation patient is out of bed. 

Subsequent condition progressively satisfactory. 

Last report one year after operation—patient urinates volun- 
tarily without catheter at intervals from 3 to 4 hours; bladder 
empties perfectly without pain; general condition excellent. 

Case 4. A. J., age seventy-seven. December 8, 1905. 
Emergency case. Complete retention of urine; copious intra- 
vesical hemorrhage caused by attempt at catheterism outside of 
hospital. 

General Condition—Great distress and pain due to bladder 
distension. Pulse rapid and irregular. 

Previous History—Only previous attack of hemorrhage one 
year ago, without apparent reason. Otherwise usual symptoms 
of prostatism, gradually increasing in intensity for years. 

Examination—Prostate, per rectum, much enlarged, rounded, 
tense, congested. Bladder felt above the pubis, reaching between 
it and the umbilicus. 
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Operation—Suprapubic cystotomy late at night; bladder full 
of blood-clots and urine; copious bleeding during operation from 
congested prostate. Bleeding recurs with great activity, and, 
24 hours later, tube inserted through perineal opening. Hemor- 
rhage is promptly and effectually controlled with formaldehyde 
gelatin and packing. 

For two weeks following, condition very critical; patient is 
evidently toxemic; kidneys, however, secrete freely. Muttering, 
and at times violent delirium. The toxic state gradually im- 
proves and wounds develop healthy granulations. 

December 29, three weeks after preliminary operation, per- 
ineal prostatectomy. A large amount of adenomatous tissue re- 
moved through perineum: hemorrhage not great: reaction slight. 
Bladder drains by perineum and suprapubic wound closed. Pack- 
ing out in 48 hours: patient out of bed at end of week. All urine 
comes through perineum by voluntary urination, 10 days after 
operation. Subsequent progress entirely satisfactory. Last re- 
port five months after operation, patient walking about the streets; 
urinates voluntarily without difficulty; empties bladder; general 
health entirely satisfactory. 

CasE 5. J. W. A., age sixty-seven. January, 1906. 
Usual symptoms of prostatism with increasing irritability. 

Urination—Every two hours day and night, with attacks of 
greatly increasing frequency. 

Pain—Smarting and irritability, associated with urinary act 
and between times. 

Urine—Turbid, purulent, sometimes ammoniacal. Bac- 
teriuria, albumin and casts. 

General Condition—Medium. Patient is under a great 
nervous strain. Flesh soft and flabby; eats freely and is dyspeptic 
and constipated. 

Previous History—For ten years there has been increasing 
evidence of vesical obstruction. The stream has gradually be- 
come smaller, and urination more halting at the start. 

Examination—Prostate, per rectum, symmetrically and 
bilaterally large; urethral length, 843 inches; residual urine 3 oz. 
Search for stone negative. Following search there is great in- 
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crease in the bladder irritability and decided constitutional disturb- 
ance in the shape of chill and fever, etc. The symptoms of 
vesical irritability and obstruction continue to increase progres- 
sively with a varying degree of intensity. Operation determined 
upon. On account of the great mental depression and of the 
poor physical condition, the patient is regarded as a questionable 
risk, and it is decided to approach the operation in two stages. 

February 15, 1906. Preliminary perineal cystotomy. 
Hemorrhage from the congested prostate is unusually marked. 
The perineal distance is very long, and the patient is kept under 
operation only long enough to make out a symmetrically enlarged 
prostate encircling the bladder orifice and compressing the pros- 
tatic urethra. Although this preliminary procedure required but 
a few moments, the shock of anesthetic and operation is most dis- 
proportionately intense. A few hours after operation the pulse 
drops suddenly from 100 to 60, becomes very feeble, and there is 
marked post-operative shock. The patient rallies under morphine 
and stimulants. Drainage instituted for one week. 

February 22, second operation. Both lateral lobes and me- 
dian isthmus enucleated through prostatic urethra. Hemor- 
rhage promptly and effectually controlled by formaldehyd gelatin 
and packing. Perineal tube is reinserted. The shock from this 
secondary operation is as disproportionately slight as that after 
the primary operation was disproportionately great. Perineal tube 
out in six days. Return to voluntary urination through urethra 
pursues the usual course. Bladder empties entirely. Irritability 
grows progressively less. Progress is delayed by the intervention 
of a swollen testicle due to catheterism. Some involuntary drib- 
bling continues for a few weeks, but later subsides. 

Last report two months after operations. Bladder empties 
perfectly. Urinary intervals three to four hours. Practically no 
irritability. General health markedly improved and patient starts 
for European trip. . 

Case 6. W., age sixty-nine. February, 1906. Usual 
symptoms of prostatism. 

Urination—Frequency and urgency; difficulty in starting 
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stream; intervals from every 4 to every 3 hours by day and once 
or twice at night. 

Pain—Pain and discomfort in testicles and perineum during 
urination. 

Urine—Turbid and purulent; not ammoniacal. 

General Condition—Fairly good. 

Previous History—Retention 2 years ago, when catheter was 
used several times daily for two months. 

Examination—Prostate, per rectum, moderately large; ure- 
thral length, 8 inches. Search for stone negative; searcher ar- 
rested at vesical orifice by contracture or bar. 

February 16. Preliminary perineal drainage. Prostate 
uniformly enlarged; small middle lobe and bilateral hypertrophy. 

February 23. [wo lateral lobes and median isthmus enu- 
cleated through the perineum. Hemorrhage promptly and effec- 
tually controlled with formaldehyd gelatin and packing. 

Patient up at end of week; out of hospital in two weeks. 
Subsequent progress satisfactory. 

Last observation two months after operation. Bladder 
empties perfectly. Urination slightly more frequent than nor- 
mal, but intervals gradually increasing. 

CasE 7. J. G., age sixty-five. March, 1906. Usual 
symptoms of prostatism. 

Urination—Great difficulty, frequency and urgency; every 
hour day and night, sometimes more frequent. 

Pain—Not marked. 

Urine—Turbid and purulent; not decomposed. 

General Condition—Corpulent, flabby, soft, lymphatic. 

Previous History—For four years the urinary difficulty had 
gradually grown and increased, the stream gradually becoming 
smaller, and the sense of insufficient emptying of the bladder more 
evident. Latterly there had been nocturnal and diurnal incontin- 
ence. 

Examination—Prostate, per rectum, enlarged to triple the 
normal size; consistence, succulent and compressible. Urethral 
length, 8 inches. Search for stone negative. Bilateral intra- 
vesical encroachment of prostate; residuum, 174 oz. 
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March 6. Preliminary perineal section. Following this 
simple procedure, the reaction was disproportionately great. 
There was much febrile disturbance. The patient passed through 
a critical period for the first ten days following the perineal drain- 
age, when it was out of the question to consider the second opera- 
tion. The temperature ranged from 103° to 104°, accompanied 
at varying intervals by chill. Under bladder lavage and internal 
antiseptics the toxemic condition gradually subsided, but there 
continued to exist an evening rise in temperature. 

_ March 20. Two weeks after the primary operation, peri- 
neal prostatectomy was performed. ‘Two large lateral lobes were 
removed through the prostatic urethra. Hemorrhage promptly 
and effectually controlled by formaldehyd gelatin and packing. 
Immediate reaction very slight after this operation. Subsequently 
double orchitis occurred, confining the patient to bed for an 
unusually long period. 

The subsequent condition has been sluggish; the wound is 
healing very slowly and in every phase of the case there is con- 
firmatory evidence of the unsatisfactory material of the patient. 

Last observation two months after operation. Patient is 
out of bed and about, but still in unsatisfactory general physical 
condition. Perineal wound has not entirely healed, and there 
remains some leakage between the urinary acts, which are about 
from one to two hours. Yet there is slow but progressive im- 
provement of the bladder, the general condition and the dribbling; 
and it would seem that ultimate recovery is only a question of 
time. 

Case 8. W. B., age seventy. April, 1906. Patient was 
brought to hospital as an emergency case, having suffered outside 
the hospital for several days from retention, which had been re- 
lieved by aspiration. At the time of entrance, bladder was 
greatly distended above the. pubis, and patient was suffering’ in- 
tensely, and a catheter introduced by one of the assistant staff far 
enough to draw urine, obtained no return, being clogged up with 
blood; further attempts were discontinued. 

General Condition—Shows the evidence of urinary absorp- 
tion. Tongue dry and coated; breath fetid. 
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Previous History—Patient has shown the usual symptoms 
of prostatism for a number of years: the present is the first attack 
of retention. 

Examination—Urethral length, uncertain. Prostate, per 
rectum, symmetrically enlarged, soft and resilient, giving the feel- 
ing of the presenting body of waters during pregnancy. 

Operation, April 24, 1906. Suprapubic incision, which dis- 
closes infiltration of urine in the prevesical region, presumably 
from the aspirating puncture, as no rent in the vesical wall could 
be found. The bladder when opened is found full of blood clots 
and urine. The prostate is tremendously engorged. Perineal 
opening is made for drainage. 

Patient’s subsequent condition is very bad. Toxemia 
marked; delirium supervenes and febrile condition continues for 
a week or ten days after operation. Blood examination shows 
secondary anemia. 

May 7. Two weeks after first operation, secondary opera- 
tion. Prostate removed through perineal opening by the assist- 
ance of finger through the suprapubic wound. This is found 
very helpful on account of the length of the perineum. Hemor- 
rhage promptly and effectually controlled by formaldehyde gelatin 
and packing. Vasectomy is performed to prevent the recurrence 
of epididymo-orchitis which had complicated the first operation. 

Reaction after operation is very slight and the testicle which, 
prior to vasectomy, had been tender and enlarged, shows im. 
mediate and progressive improvement. 

Last observation two weeks after operation. 

After-condition of the patient has been sluggish on account 
of his enfeebled condition. He is, however, daily improving. 
The suprapubic wound is healing progressively and leaks very 
little. All of the urine comes through the perineum. There 
has not as yet been any voluntary urination, but patient sits up out 
of bed and is daily regaining strength. 

A summary of these cases shows that the ages of the patients 
were respectively as follows: 80, 53, 79, 77, 67, 69, 65, 
70, the average being three-score years and ten. Two.of them, 
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in the neighborhood of eighty years, were exceedingly feeble and 
were considered questionable risks on this score. One gave evi- 
dence of advanced renal implication. Three others were emer- 
gencies, in that they had for several days suffered from acute 
retention relieved by aspiration. One of these had infiltration of 
urine in the prevesical region and two of them intravesical hemor- 
rhage. Three other patients were soft, flabby, neurotic, and more 
or less broken down in health, and would be classified as poor 
surgical risks on this account. All of them were submitted to 
complete radical removal of the prostate, after preliminary drain- 
age, with one exception, in which instance, on account of the 
serious kidney complication, the galvano-cautery technique was 
employed. All of them up to the present have done remarkably 
well, the last reports dating from several weeks to twelve months 
after operation. 

In recalling the important features of these cases, I would 
lay particular stress upon the great value of formaldehyd gelatin 
as a local hemostatic. It is my custom to employ it after all 
perineal operations, and since its use, I have never had serious 
hemorrhage and believe, as a result, the post-operative condition 
has been more peaceful to the patients and less troublesome. The 
drainage by tube has been more continuous and unobstructed and, 
generally speaking, there has been great freedom from that very 
aggravating and disturbing feature of straining with attendant 
bleeding and clot-formation which, in my past experience, had 
made so many perineal cases, during their post-operative stage, 
arduous, vexatious and even alarming. 

Finally, at the time of the secondary operation, the parts, 
owing to circulatory decongestion and granulation, are much 
more accessible, and the line of cleavage between the prostatic 
tissue and the capsular surrounding more easily separated; hemor- 
rhage is unimportant; shock is trifling—the operative period being 
minimized to a few minutes—and, finally, that much-feared after- 
condition of post-operative toxemia is almost entirely eliminated, 
as the patient during the preliminary period of drainage, has be- 
come inured by his own secretions and his normal resistance forti- 
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fied by the hand of nature in advance of and in preparation for 
the concluding operative procedure. 


DISCUSSION. 
[Dr. PEDERSEN’s and Dr. CHETWoop’s Papers. ] 


Dr. ArtHuR T. Cazot of Boston: With regard to the question of 
the death rate of the perineal as compared with the suprapubic prostatec- 
tomies, I must confess the figures are surprising to me and absolutely con- 
trary to my own belief as to the dangers of the two procedures. I regard 
the perineal route for prostatectomy as the safer and surer, and by this 
route we obtain better results, so far as urination is concerned. ‘The death 
rate after perineal prostatectomy is about 4 or 5 per cent. at the outside; 
whereas the death rate for suprapubic prostatectomy is about 10 per cent. or 
more. 

I consider the relief of obstruction by small prostates, one of the great- 
est triumphs of the perineal operation. I have tried to relieve them by 
the suprapubic route in the past and I have found them very difficult to 
handle. Some prostates will not peel out and you cannot enucleate them. 
I remember distinctly the case of a patient with a small prostate, with 
absolutely no tendency to enucleation, where I could not find any line of 
cleavage, in which I removed the gland piecemeal with rongeur forceps, 
using Young’s tractor. After going as close as I dared, I introduced the 
finger into the bladder and cut out the prostatic bar, using the greatest 
care. In two such cases I have had as good functional results as it was 
possible to have. One case has gone on two and a half years, the other was 
a more recent one. 

With regard to the case of prostatism reported, I understand the man 
was passing crystals of uric acid ; it seems to me that that fact might account 
for the prostatic irritation. In cases of stone, where the evidences of pros- 
tatism were marked, and where I felt uncertain whether prostatectomy 
should not be done for the relief of the prostatic irritation, I have on several 
occasions done a preliminary litholapaxy, and then given the bladder a rest. 
This often permits full recovery without any further operation. In those 
cases the stones caused the prostatism in all probability. 

The preparation of the patient for the operation of prostatectomy is 
of the greatest importance. Dr. Chetwood’s method of draining the bladder 
by a preliminary boutonniére of course accomplishes that object perfectly. 
It seems to me unnecessarily severe, however. 

I have now a patient at home, who came to me a few weeks ago with 
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one inch or so of pus in a six ounce vial; he had a dry tongue, could not 
take food, had nausea, but not much vomiting, etc. In that patient, catheter 
drainage cleared the urine; although it is still cloudy, there is no more 
heavy sediment. The quantity of urine has gone from 60 to 120 ounces 
and has stayed there. The tongue cleaned up, the appetite came back, and 
his strength gained, and now I feel sure he will be ready for prostatectomy 
when I return to Boston, when I will do a prostatectomy by the perineal 
route. 

(This patient was operated upon in the manner planned, made a com- 
plete recovery, and reported six months later as being in better health than 
he had been for many years before.) 

Dr. HucH H. Younc of Baltimore: I have been greatly interested 
in hearing the two papers just read. 

I think the statement in regard to a lack of statistics carefully worked 
up, with the cases thoroughly studied, is very just. This same criticism 
was first made by Whiteside in regard to my cases and I must plead guilty, 
for they have not yet been published. I realize, therefore, that in order 
to arrive at a proper conclusion regarding this, that something should be 
offered, and I have just finished a very careful analysis of 145 cases of 
prostatectomy which will be published in the volumes xiii. and xiv. of the 
Johns Hopkins Hospital reports, two volumes which are entirely devoted 
to original papers on Urinary Surgery. These analyses are very volumin- 
ous, covering about 500 pages, but I have been obliged to go into detail. 
If permitted, I should like to give in brief some of the outlines of these 
studies. 

I think last year’s work, which included 50 cases, should be taken as a 
proper index of perineal prostatectomy. It shows only one death in fifty 
cases, and that man had a badly infected kidney before operation; so that 
my bad results of perineal prostatectomy have practically been nil, so far as 
fatalities are concerned. In the operation upon cases with calculi, there 
were 25 cases with two deaths. 

As to the results obtained. "There were 134 cases that used the 
catheter at the time they entered the hospital; at the present time only one 
patient is using the catheter. 

In sixty-four cases which had complete retention of urine, there is not 
now one single case of complete retention. The only case which still uses a 
catheter, is a man who uses it at bedtime in order that he may not be 
compelled to rise during the night. This patient came into the hos- 
pital with 1250 c. c. of residual urine and with a distended and weak 


bl. 
th 
Tes 


le! 


euwupsa sa = 


~~ 


or 2b Ss mas 


64 wc ihe AF fF CO =e 


ie tein i 


AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS 95 


bladder. The residual urine now amounts to 300 c. c. and may be due to 
the fact that the bladder was very atonic, but I have seen so many cases with 
residual urines over 1000 c. c. that now have good vesical tonicity, and can 
empty every drop of urine, that I believe some obstruction must have been 
left behind. 

Among 145 benign cases of hypertrophy of the prostate, only five can 
be classed as imperfect results. Most of these cases were of the kind Dr. 
Cabot mentioned, with small fibrous prostates. These imperfect results 
followed the operation because I did not appreciate the amount of cicatrical 
contraction at the prostatic orifice. In one case I removed the lateral and 
median lobes, but a second operation was necessary to remove the median 
bar, which was found to be composed of cicatricial tissue, the removal of 
which cured the patient. Had I done suprapubic operation in this case I 
would have been satisfied to remove the median lobe, which was pedunculated 
and the size of a cherry. I think the claim can be made that through the 
perineal route you can remove absolutely all of the obstruction regardless 
of the size of the prostate. 

With regard to rectal fistula: in the first five or six cases by the 
perineal route where I sutured the levator ani muscles in front of the rectum 
I had no fistula. But in the next thirty cases I did not cover the rectum 
with the levatores ani. In those cases I had four cases of rectal fistule. 
Since then I have made it a point always to cover the rectum by approxi- 
mating the two levators in front of the rectum and in only one case did 
a fistula result, and this was because I tore into the rectum in attempting 
to expose the prostate through a mass of perineal scar tissue resulting from 
a previous operation. 

With regard to perineal fistule: In the past two years I have 
had 102 cases and have had but four cases of perineal fistula. Two of 
these are quite recent and will probably heal. That leaves only two 
out of 102 cases in which the perineal fistula has persisted. In both 
cases the patients are absolutely comfortable and refuse to return for 
further operation. The difference between perineal and suprapubic fistule 
is marked; in the perineal form, only a drop or two escapes at urination; 
while in the suprapubic fistula the patient continually wets his clothes. 

I have made a very careful study of the results of the effects of the 
operation upon the sexual powers, and find that in the large majority of 
cases, in which the patients claimed to have normal sexual powers before 
the operation, there has been a perfect restoration of erections and ability 
to have intercourse satisfactorily since the operation. In a few cases the 
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patient complains that the erections are not quite so satisfactory as before 
operation, but in nearly all of these cases they admitted a decadence of sexual 
vigor before operation. In five cases in which there was complete absence 
or marked impairment of sexual powers before the operation, there has been 
a restoration of normal powers since the operation, a very unexpected but 
gratifying result. In the younger patients there has been almost invariably 
no change in the sexual vigor, and it is surprising to see how many very old 
patients claim to still have perfect puissance. 

Mortality : There have been seven deaths following the operation in 
190 consecutive cases. There were no deaths during the first week after 
the operation, the earliest case being on the eighth day, and the others after 
the second week, two cases being in the fifth week after the operation. 
Both of these were old men, eighty-two and eighty-seven years of age, re- 
spectively. Most of these cases were suffering from renal lesions and in 
probably only one case, that occuring on the eighth day, was the operation 
more than indirectly connected with the death of the patient. There have 
now been (February 5, 1907) 66 consecutive cases of perineal prostatectomy 
without a death. These figures are, I feel sure, sufficient to prove that 
conservative perineal prostatectomy is by far the safest and surest method 
of removing the prostate. The fact that it is possible to get the patient 
out of bed on the third day after the operation, and the excellent dependent 
drainage afforded, along with the preservation of the important normal 
structures are, I believe, the reasons for the splendid success of the method. 

Dr. Epwarp Martin of Philadelphia: I have had some experience 
in the palliative treatment of small prostates with contracture of the vesical 
neck by overdilation. Indeed, I have obtained complete relief, lasting 
many months, by dilating this contracture up to 90, which can readily be 
done under nitrous oxide anaesthesia, occasions very little bleeding and is 
followed by a mild reaction lasting not over 48 hours. I have had a special 
dilator constructed for this purpose, as those found upon the market rarely 
can be expanded to a size greater than 44, a size which the normal vesical 
neck will take normally. As to the condition of patients after prostatec- 
tomy, I recently saw a case in which the patient had been perfectly com- 
fortable about a year following the removal of his prostate by the suprapubic 
route, passed into the bladder a urethral calculus exhibiting the typical 
symptoms of kidney colic. Immediately after the cessation of his pain he 
was unable to void a drop of urine while in the standing position, but could 
empty his bladder somewhat slowly, but with comfort, lying down. It 
seemed a simple case that would be relieved by the passage of a few sounds 
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or possibly an evacuator. It was, however, entirely impossible to pass any 
instruments into his bladder. Even the spiral or angle filiform stopped a 
little short of the vesical neck. Moreover, he exhibited some symptoms of a 
second ureteral calculus. His bladder was opened suprapubically, a small 
stone removed, the orifice of the left ureter was dilated and a soft catheter 
expressed from this channel to the vesical orifice which had been converted 
into a minute cicatricial opening, was dilated to 90. Even with the finger 
in the bladder, it was found most difficult to pass any instrument through 
the urethra. This case suggests the advisability of the occasional passage 
of a sound after prostatectomy, particularly when, as is probably so in this 
case (the prostate was removed by another surgeon) the prostate is removed 
with the gland. 

Dr. Georce K. SwinspurNneE of New York: In considering the 
statistics of the results of operations it should be borne in mind that there 
are a large number of cases met with in which the patients will not, and 
many cannot be operated upon. Quite recently I had a case of a man, 
eighty-nine years old, a very small man, who had been using the catheter 
for over twenty years. The vesical condition must have been very good 
to permit this man to live in catheter life so long. He was finally unable 
to pass his catheter and a physician was called in, who easily passed 
the flexible rubber catheter. I suggested draining the bladder with the 
catheter left in and this was done for a few days. One week later there 
occurred a considerable hemorrhage from the bladder and he was unable 
again to pass the catheter. The man had retention of urine, when I was 
again called, and tried castor oi] as a lubricant and the instrument went 
the full distance in, but no urine came. I injected fluid into the bladder 
through the catheter and still nothing came. The only thing then to do, 
was to open the bladder, or do a suprapubic aspiration, which latter [ do 
not like. I did a suprapubic cystotomy and in a few minutes the patient 
was relieved. I washed out the bladder, but it was in such a condition that 
I did not think it good surgery to attempt to suture it. Therefore, I only 
packed with gauze around the drainage tube. On the fourth day he was 
up and around with the packing still in place. A urinal was so arranged 
that there was not much loss of urine through the packing. It has con- 
tracted down well and his condition now is good. At the time of operation 
the prostate was found to be large, projecting into the bladder. The man 
continues practically well to-day, and probably will not come to pros- 
tatectomy. In his present state he is comfortable. 

Dr. BransForp Lewis of St. Louis: I think that quite properly we 
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may consider the keynote of both papers to be that of conservatism, and 
both papers are highly commendable on that account. Dr. Pedersen’s posi- 
tion referred to the choice of operative procedure when operation was 
determined upon. The conservatism of Dr. Chetwood was shown in the 
careful preparation as well as the proper selection of the cases. 

I would like to speak of two points in this connection. One refers 
to the use of the retained catheter instead of the boutonniere. In my 
experience this has been of great value. In cases of calculi in a man with 
great debility, bladder drainage will not suffice. Here is it proper to do 
some preparatory treatment; then under local anaesthesia, open the bladder 
and take out the stones or calculi. I have had two cases in which I 
executed this procedure. 

The first patient’ was a man, seventy-three years old, whose urine 
had a specific gravity of 1003. Under local anesthesia I opened the blad- 
der suprapubically, and removed a stone larger than a hen’s egg. After 
a few weeks’ drainage I did the Bottini operation and the man recovered and 
has been well ever since. 

The other patient had an enlarged prostate and twenty-eight calculi. 
He was humpbacked and had a very low vitality. By means of pre- 
liminary drainage, his condition was so improved that in two weeks I did 
a perineal prostatectomy. He recovered completely. 

Dr. L. Botton Banos of New York: I thought that I would 
refrain from discussing this prostatic question, but I fear that Dr. Young’s 
seductive tones and happy description of the results of his cases will lead 
us away from the argument that we should have under consideration. It 
does not seem to me that the question, ‘‘ what operation shall we do”’ is the 
most important one. It seems to me that the matter of technique is the 
one of common sense as applied to a given case. Preferably one chooses 
the perineal route, but there are cases in which one is compelled to use 
the other route. To me the most important question is to decide whether 
to operate or not. We should not decide to operate because a man has 
retention of urine, with possibly a small or medium enlargement of the 
prostate; that one should be subjected to operation because of this alone 
does not seem to me to be the right course of procedure. You are at once 
brought to the fact that personal judgment is to be determined of course 
by experience. But personal judgment should be so unbiased that one 
should rather decide upon the side of the patient in determining whether 
operation should be done or not. One should not decide off hand, no 
matter what your experience may have been in regard to radical operation. 
Of late I have found a great many people have been preserved from any 
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radical operation, and I think these cases are growing in numbers. Cer- 
tainly it does not seem to me that in my immediate neighborhood there is 
the same desire upon the part of the laity to be operated upon as there was 
two years ago. 

But I wish to emphasize the argument raised by Dr. Pedersen that 
the most important question for us is to decide whether the patient should 
be subjected to operation or not. 

As to Dr. Chetwood’s carefully reported cases I was interested par- 
ticularly because I am a believer in the preparatory care of patient before 
operation. I have not been obliged to resort to perineal drainage because 
I have found that the mere repose in bed, with daily irrigations and the 
indwelling catheter answered all requirements. Again in opening the blad- 
der in any case where obstructive symptoms are present, I have made it a 
rule to examine with the finger to determine whether there was any fibrous 
formation surrounding the neck, and producing obstruction. I have dilated 
these deliberately, sometimes with forceps, often with the fingers, or other 
dilating instrument. It has been my experience in dealing with persons 
with a small prostate and with an exudate that interferes with the function 
of the neck of the bladder, that they will be relieved by some such procedure. 

Dr. JAMES PEDERSEN of New York: ‘The discussion has been so 
voluminous and far reaching that it is impossible to do any summarizing 
in the time that is permitted me. 

Dr. Cabot’s criticism of the death rate reported in my paper, as differ- 
ing from his, is not exactly warranted. Permit me to make a point of saying 
that my paper aimed to report an analysis of the average results as I found 
them in the reports at hand. Thus it is that the death rates of certain 
individual operators are better than the average death rate. This only 
brings out the point I wish to make, namely, that the results of prostatectomy 
in the hands-of certain operators, such as Dr. Cabot and Dr. Young, have 
been so tempting to the younger surgeons, that the latter have not made 
proper discriminations before operating. As Dr. Whiteside pointed out, 
there is much indiscriminate operating being done which spoils the mortality 
rates of, and vitiates the work done by competent surgeons. Dr. Bangs 
indicated as much when he said that he found that patients were not so 
willing to submit to prostatectomy now as they were awhile ago. Recently, 
when presenting prostatectomy to a patient, he asked if we could guarantee 
that the operation would not be followed by any disagreeable features, such 
as incontinence of urine. While some operators may guarantee this, the 
impression is general that some one disagreeable feature follows the opera- 
tion. Both good and bad results are given the laity. Fuller reports of the 
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ultimate end results are needed. We'want to know definitely what the con- 
dition of the patient has been after operation as well as what his condition 
was before operation. We should know the post-operation condition in 
each patient as to bladder function compared with the catheter life he may 
have endured for years. Though not so necessary as the death rate, it is 
nevertheless important that we should know the condition of the sexual 
function after operation. 

Dr. Cabot alluded to prostatism and the presence of crystals in the 
urine. It is an undoubted fact that uric acid or calcium oxalate crystals will 
give symptoms of prostatism in certain cases. Such was the case in one of 
the histories given in my paper. It is equally well known that the presence 
of a calculus in the bladder will obscure the exact amount of prostatic en- 
largement present, by creating a constant congestion of that organ, and that 
after the removal of the calculus not only the residual urine will disappear 
in some cases, but also that all associated symptoms of prostatic enlargement 
will disappear. 

Dr. Young’s paper proves that the perineal operation is the operation 
of choice, especially in this country. But not until the statistics have 
been studied, shall we know where to stand on the one important question, 
‘namely, “ when shall we operate?”’ We want more light on this subject. 
Some surgeons are not prepared to perform prostatectomy ; they need instruc- 
tion in the treatment of the enlarged prostate, and they should know that 
the catheter is of some use. 

In conclusion I wish to refer to the question of recto-vesical fistula. 
The reports referred to were foreign. In this country we see few fistule 
due to prostatectomy in the hands of experienced operators. 

Dr. CHarLes H. CHetwoop of New York: I do not want to be 
understood as favoring preliminary drainage in all cases, although I think it 
is better to have erred by doing it too often. Furthermore, I do not want 
to be understood as recommending proceeding with enucleation, or any other 
operative procedure without first considering the use of the catheter. But I 
cannot accept the catheter as able to do what perineal drainage will ac- 
complish. 

Looking back over my cases I feel very doubtful whether, in these 
special instances, such excellent results would have been attained had a 
different method been pursued. I believe the cases described represent those 
that go to produce even so small a death rate as that quoted by Dr. Young 
and others. The most important consideration being the life of the patient, 
any procedure that may aid in saving the lives of any of.these cases should 
receive serious consideration. 
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A NOTE ON CYST OF THE PROSTATE 


ARTHUR Tracy Casot, M. D., A. M., Boston. 


CO) of the prostate that reach a size to make their 


presence known are exceedingly rare. They may be 
classified as follows: 

1. Echinococcus cysts. Belfield! could find but three au- 
thentic instances of an echinococcus cyst originating in the pros- 
tate. Thompson in 1883 could find but one reported case; and in 
that was doubtful as to its prostatic origin. 

2. Retention cysts due to the distention of occluded prostatic 
glands. 

3. Cystic dilatation of the utricle. This is occasionally 
found in children, and Englisch is reported to have found this 
condition five times in seventy autopsies on the new born. 

4. Cysts or cystic cavities may form in connection with can- 
cer of the prostate. 

The two cases that I have to report, belong in classes two 
and four as above. I will first describe the cyst occurring in 
connection with carcinoma. 

E. P., eighty-seven years of age, had been under my observa- 
tion for a number of years with complete prostatic obstruction, 
and had latterly suffered considerable pain, felt during emptying 
the bladder and especially in the withdrawing of the catheter. 
He developed in the latter part of September, 1904, a consider- 
able increase of prostatic swelling which simulated an abscess and 
was opened through the rectum on October 7, 1904. 

The trocar entered a cavity containing about two ounces of 
a glairy watery fluid, which seemed to occupy the greater part of 
the prostate gland. The cavity was opened and drained. 

The patient succumbed to a pyelo-nephritis seventeen days 
later. Autopsy revealed a cancer of the prostate in rather an 
early stage. Besides the cavity which had been opened, was 
another smaller pocket which was itself pouched as if made up of 


1 System of Genito-Urinary Diseases, etc. Morrow. 
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several smaller cavities which had coalesced. This was filled 
with thick opaque yellowish-white fluid which contained epithelial 
cells, leucocytes and debris, but no bacteria. 

Dr. George B. Magrath who made the pathological exam- 
ination found a general carcinomatous change in the prostate. 
He says, “A section through the posterior portion of the left 
lobe, including the wall of the cavity entered by operation, shows 
a structure consisting of islands of epithelial cells to a considerable 
degree arranged as tubular glands, and also” in places, “‘ without 
definite arrangement and disposed in the form of columns, chains 
and small irregular areas between the meshes of a rather sparse 
connective tissue stroma. The cells vary widely in size and in 
shape. Many of them are fatty degenerated. Some of the 
glands are dilated, presenting the form of small cysts; in others 
the epithelium is thrown into papillary folds. Near the edge of 
the section there is considerable lymphatic and interstitial infiltra- 
tion with epithelial cells. The edge corresponding to the wall of 
the cavity is made up of a weak granulation tissue, containing but 
few blood vessels, and made up for the most part of a thin layer 
of young connective tissue cells, interspersed between which are 
a few leucocytes.” 

The condition of the cyst wall was largely due, no doubt, to 
inflammatory changes occurring after it was laid open. 

I have been unable to find in the literature any other in- 
stance of this condition. 

My second case was probably a retention cyst, though as the 
patient recovered, no opportunity was given for an exact study of 
its pathology. The case, however, was of great interest clinically. 

. T. W. was under my care in 1889, for a chronic ure- 
thritis following gonorrhoea. When nearly well, he suffered a 
relapse after exposure, but finally recovered to the extent that the 
gleet wholly disappeared. 

In 1904, being now forty-six years of age, he came to see me 
again, complaining of frequent urination, with a feeling of pres- 
sure in the bladder after the act. An annoying desire to pass 
water existed most of the time. The urine was slightly cloudy, 
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with shreds in the first part. The prostate felt like a normal 
gland, and massage brought but a drop or two of cloudy fluid. 

A No. 27 (French) sound passed easily into the bladder. 

A month later, the symptoms continuing, I tested the residual 
urine and drew ten ounces after he had just passed three ounces. 
This test was made at a time when he was uncomfortable from 
having held urine unusually long. 

A cystoscopic examination was made a short time after this 
and projections from the prostate were seen to the left of and be- 
hind the urethral orifice. At this time he had but three ounces 
of residuum. 

I advised an operation, but Mr. W. understanding that a 
loss of sexual function might follow this operation, decided to 
postpone interference. 

He continued reasonably comfortable until the late summer 
of 1905, when he had much more obstruction and finally a stop- 
page, requiring the use of a catheter. After this he could pass 
but little urine without a catheter and the use of the instrument 
was difficult on account of a spasmodic condition of the deep 
urethra. 

The cystoscope now showed a projecting tumor on the left 
of the internal meatus. This was smooth and had a translucent 
look, with little distinct vessels on its surface. I remarked to my 
assistant that it looked like a cyst, and I should think it one if I 
had ever heard of a cyst in that locality. The following day I 
opened the bladder. The tumor was about the size of a cherry. 
It projected well into the bladder and also against the urethra 
which it tightly closed. On seizing it with a pair of sharp edged 
forceps to lift it up, it ruptured and collapsed. The character 
of the fluid could not be made out as it at once mixed with the 
blood in the bladder. 

The wall of the cyst was lifted up and cut away with scis- 
sors. The interior was then seared with a Paquelin cautery. 

The power of urination was fully restored by this operation, 
and he remains quite well now after the lapse of seven months. 

Should such a case present itself again, I am of the opinion 
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that it could be adequately dealt with through the urethra with a 
Bottini cautery. 

Belfield reports having met a cyst like that which I have 
described, and in a rather hasty search of the literature I have 
failed to find other similar cases, though cystic dilatations of these 
glands of insignificant size are of common occurrence in old 
prostates. 


DISCUSSION. 


Dr. Ropert H. GREENE of New York: I wish to thank Dr. Cabot 
for his contribution. While personally I have never seen a case of this 
kind of cyst clinically, yet in the pathological work that Dr. Brooks and I 
have carried out in trying to find a cause of hypertrophy of the prostate, we 
ran across several specimens of retention cysts. It seems to me that the same 
process is at work in various conditions met with clinically in the prostate, 
i. e., obstruction of the acini by connective tissue, that obstruction occasion- 
ally walls off the acini and causes a cyst. Not infrequently the contents of 
that cyst may become infected and there follows a circumscribed abscess of 
prostate. Somewhat the same process is the cause of hypertrophy. 


A CASE OF LITHOLAPAXY—158 STONES AT ONE 
WASH 


EDWARD L. Keyes, Jr., M. D., New York. 


HE following case speaks for itself almost without com- 
ment. Its several interesting features—first, the unex- 
plained pneumaturia; second, the mistaken diagnosis of 

the cause of bladder paralysis; third, the great number of stones 
removed from time to time; and fourth, the absence at all times 
of any evidence of kidney stone—are all very striking. 

Mr. S. R. B. first came to the office on August 3, 1881. He 
was forty-five years old and gave a history of hard chancre diag- 
nosed by Bumsted twenty years before, and treated for six months 
with no further symptoms. More recently he suffered from re- 
lapsing chills and fever. The present complaint was slowness and 
difficulty in urination, increasing during the past year, and inter- 
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rupted by one acute retention. He was also constipated and 
depending on an enema twice a day to move his bowels. He had 
a sensation as of a cord about the waist with occasional sharp 
pains and uneasy sensations in the hypogastrium. 

A No. 13 English sound failed to reveal stricture or enlarge- 
ment of the prostate. Rectal examination revealed hemorrhoids. 
Dr. Van Buren made the diagnosis of syphilitic affection of the 
cord (i. e., locomotor-ataxia), and ordered catheterization once a 
day. The following day he was seen by my father, who found 
him slightly incodrdinate in the legs, with the right patellar reflex 
absent; the left present, and the pupils unequal. He coincided in 
the diagnosis and recognized one-half ounce of residual urine. 
Mixed treatment was prescribed and pushed for some time. 

On September 14, there was another acute retention. In 
December severe headaches resulted from the mixed treatment. 

On February 26, 1883, the patient’s condition is unchanged. 
He uses the catheter about once a week; never irrigates the bladder 
nor injects anything into it; and yet occasionally passes wind 
through the urethra. The urine is not ammoniacal; there is no 
evidence of neoplasm; the urine is acid, purulent, brothy and of a 
specific gravity of 1022. He estimates that in one spontaneous 
urination he must have passed a teacupful of gas. This pneu- 
maturia soon ceased and in October, 1886, he noticed the passage 
of a little grit from the urethra; but a careful search failed to 
reveal stone. At this time he began to have pain in the region 
of the left kidney, and in 1889 the urine was ammoniacal and the 
left kidney constantly painful—this in spite of salol and bladder 
wash. 

In 1895, by way of diversion, Dr. Stimson removed a mixed- 
cell sarcoma from the left parotid.and a year later, a small gland 
in the neck. By this time he had reached complete retention. 
Shortly thereafter, on August 1, 1895, litholapaxy was performed, 
and a uric-acid stone, with a phosphatic envelope, about the size 
of a pigeon-egg was removed. Six months later, on April 1, 
1896, more phosphates were crushed. On October 19, 1897, 
eight phosphatic stones were washed out after crushing. On 
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November 23, 1898, six more. On May 9g, 1900, the hemor- 
rhoids were tied off, and a week later, a 14 drachm urate stone 
was-washed away. In the meantime the pain in the left loin had 
begun again, and in 1904 he was X-rayed by Dr. Caldwell, 
who found no stone, but tuberculosis of the body of the last dorsal 
vertebra. Here then was the cause of his so-called ataxia. In 
October, 1905, he passed a small stone through his catheter and 
another X-ray revealed no further stones. Yet on March 17, 
1906, the 158 stones presented herewith were washed away in 
twenty minutes without crushing. The total weight is two 
drachms. All these litholapaxies were done by my father. 

The patient was as well as ever twenty-four hours after 
operation. He keeps himself very clean, by the way, by using 
the catheter four times a day and irrigating with boric acid each 
time. He has taken a daily enema for the last twenty-five years. 

Dr. Tilden Brown has recently commented upon the singular 
inaccuracy of the X-ray in the diagnosis of stones in the bladder; 
- and this is the third time I have known a competent man to over- 


look such. Yet I do not believe that there ever have been any 
stones in the kidney, or this excellent plate should show it. 


DISCUSSION. 


Dr. ArtHuUR T. Casot of Boston: Seeing the title of Dr. Keyes’ 
paper, I looked up an old case of multiple calculi. It was my first case of 
litholapaxy. 

Many small stones were removed in 1883. After operation the patient 
was comfortable for a considerable length of time. 

One year later he came back and I again removed a large number of 
small stones. 

I then told the patient that as he had such a tendency to reproduction 
of stones, it would be better for him to come in to see me once in a fort- 
night and have his bladder washed out. 

At the first washing I got 150 stones, varying from the size of a grain 
of wheat, downwards. 

A fortnight later I got nearly as many. 

In each case I washed the bladder with the greatest care. 
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The third time I got a smaller number, and from this time on, I got 
fewer and fewer, until they ceased to come. 

In 1887, some years later, this patient suffered from kidney colic, fol- 
lowing which I washed out some uric acid debris. After this no more 
stones appeared. 

Dr. F. TitpEN Brown of New York: I should like to ask Dr. 
Keyes if the stones have been analyzed. 

Dr. Epwarp L. Keyes, Jr., of New York: They have not as yet 
been analyzed, but apparently they are acid stones; the urine was rendered 
acid by administering boric acid four times a day. He had not had stones 
for four or five years before these accumulated. My father called them 
urate of soda. 

Dr. F. Titp—EN Brown of New York: My reason for asking this 
question was that Dr. Keyes offers the supposition that the stones had 
formed at some period between the examinations. 

With a knowledge that the stones were pure uric acid, sodium urate, 
or a mixture of pure urates it is but fair to presume that the negative 
radiograph upon which Dr. Keyes’ supposition may have been based was 
misleading; because, with stones of such composition, a shadow, even 
the faintest, is hardly to be expected. I have reported two or three in- 
stances to support this assertion. In one of these cases we could see and 
palpate a good sized vesical calculus with the cystoscope, but our X-ray 
plate was negative. Not a little surprised at this we asked Dr. Caldwell, 
the recognized radiographic expert, if he would like to attempt an X-ray 
demonstration of its presence. After getting three plates which gave good 
differentiation he felt compelled to admit that none gave any shadow he 
could interpret as representing a calculus; and he volunteered that, if he 
had not been assured of the presence of such, he would have been obliged 
to have returned a negative diagnosis for stone. The stone weighed 42.2 
grams—its size was 51 x 46x22 m.m. and its composition was uric acid 
small amount, and sodium urate. If such a stone has but a very thin, deep 
or superficial, layer of phosphates, or only a slight admixture of calcium 
oxalate it will give a fairly good X-ray shadow. 
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‘SOME CASES-OF KIDNEY AND URETERAL STONE* 


By GEORGE KNOWLES SWINBURNE, M. D., New York. 


T has seemed to me that the cases here to be related might be 
| of some interest to this meeting. There are five in all. 

The first, an oxalate of lime stone in the kidney, was that 
of W. B., a tailor, about thirty-three years old, who came to the 
dispensary in 1901. For some two years he had been suffering 
from almost constant pain in the right side and back, and had lost 
considerable strength. Previous to his illness he had been un- 
usually strong, but now he could not do his work as he used to. 
His urine had become cloudy and he had frequency of urination. 
He used to get up once at night to urinate. He had had a gonor- 
thea about ten years before and did not think he had ever com- 
pletely recovered from it. On examination he was found to have 
a chronic prostatitis with considerable enlargement. The urine 
was cloudy and purulent. He was treated at first by massage of 
the prostate and bladder irrigation, and the internal administra- 
tion of urinary antiseptics. Several times his urine was examined 
for bacilli, but none were found. He was well nourished. His 
digestion was not good, and he suffered from constipation. Ex- 
cept for some improvement in the condition of the prostate his 
condition remained unchanged. He continued to come to the dis- 
pensary off and on for two years. I made several cystoscopic 
examinations, but found nothing unusual. There never was any 
blood in his urine. I always felt that there was a stone in the 
right kidney, but his condition was fair and I was always looking 
for more light. The X-ray was not used in his case. He finally 
contracted a fresh attack of gonorrhea, for which he had to be 
treated and which set up quite a violent attack of poster- 
ior urethritis. When he recovered from this, I advised him to go 
into the hospital and referred him to Dr. G. E. Brewer at the 
Roosevelt Hospital. He entered the hospital in 1903. There 


1 This paper was discussed in connection with those of Dr. Keyes and Dr. 
Thorndike , which follow. 





PLATE I.—Presented by Dr. Swinburne. 


CasE 2.—Stone in lower end of right ureter. 
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the X-ray revealed nothing. Nevertheless Dr. Brewer operated, 
cutting down and opening the kidney, and it was only after con- 
siderable search that a small irregular calculus of oxalate of lime 
was found in the extreme upper pole, and removed. After 
recovery from the operation, the urine cleared completely, and 
his strength returned, but several times the patient came to me 
with attacks of oxaluria, during which, examination of the urine 
showed immense numbers of oxalate of lime crystals. A calomel 
purge, followed by dilute nitro-hydrochloric acid always cleared up 
these attacks, but the urine always remained clear. I lost sight of 
this patient about two years ago. 

Second case: Stone in lower part of right ureter. H. S., 
about thirty-five years old, a barber, was brought to me about four 
years ago by one of my assistants, Dr. Weissman, for a cystoscopic 
examination. For eighteen years he had suffered from neuralgia 
of the right testicle and infrequent attacks of what seemed to be 
attacks of renal colic. He never passed any stone. He was 
never able to keep a permanent position on account of his suffer- 
ing. The urine was sparklingly clear. He had never had any 
venereal disease. A cystoscopic examination showed a perfectly 
normal bladder. The mouths of both ureters were located (no 
catheter was passed) and were perfectly normal in appearance. 
Through the urethroscope the posterior urethra was somewhat 
congested. The patient showed a slight nodule in the epididymis 
on the right side, which he said a surgeon in Philadelphia had 
offered to remove, but he had refused to have it done. The man 
came to the dispensary for about three weeks, during which time 
the urine was perfectly clear. He then disappeared. He re- 
turned three months later, with a very purulent urine, frequency 
of urination and was in a much worse condition than before. 
Said he had been going to another dispensary, where sounds were 
passed into the bladder. They were very painful and his urine 
had become cloudy. The next I heard of him was a year later. 
He was at the City Hospital about to undergo an operation for 
stone in the kidney. The following fall he returned to the dis- 
pensary; his condition was about as it had been before. No stone 
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had been found on operation. I again tried to effect some im- 
provement in his condition, when he came one day with a distinct 
attack of renal colic of mild grade, and ‘I sent him at once to 
Roosevelt Hospital to enter Dr. Brewer’s service. I had made no 
cystoscopic examination since the first, but an examination by Dr. 
Walter C. Klotz at the hospital showed marked involvement of 
the mouth of the right ureter; left was normal. The X-ray taken 
by Dr. Cole which I present here, shows beautifully a calculus 
situated in the lower portion of the right ureter. The calculus 
was removed extraperitoneally, I believe, by Dr. Brewer. It 
was a large oxalate of lime stone. 

My belief has been that after the bladder had been infected 
by injudicious passage of sounds, there was an ascending infection 
in the right ureter, and that that portion of ureter below the stone 
(which had been in the one position during the entire time) had 
borne the brunt of the infection, and also, at the time of his en- 
trance into the hospital, presented a different cystoscopic picture 
from that which I had had at the beginning. 

Since the operation the patient has completely recovered, has 
a clear urine and is able to do his work. Operation occurred 
about a year and a half ago. Since then, however, he has had 
attacks which, I believe, are due to oxaluria. 

The third case, stone in kidney as shown by X-ray, was 
M. G., forty-six years old, an Austrian. He was brought to me 
by Dr. W. N. Berkeley in the summer of 1905. For thirteen 
years he had suffered from repeated attacks of renal colic and 
suffered from pain in the left side. The patient talked so fast 
and excitedly that it was impossible to get a clear history from 
him. He readily submitted to a cystoscopic examination. Blad- 
der was normal, the urine of low specific gravity, but clear. I got 
Dr. Cole to take an X-ray for me, which I present. The plate 
showed at the time, it seemed to me, a clearer outlined shadow 
than does the print. The moment I suggested operation, the 
patient disappeared. I have seen him once since and tried to 
persuade him at least to have another X-ray taken, but he declares 
he no longer has any pain. : 





PLATE II.--Presented by Dr. Swinburne 


CasE 3.—Stone in left kidney. 
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The fourth case, one of renal calculus as shown by X-ray, 
W., twenty-three years old, shows a beautiful calculus in this 
print, made for me by Dr. Cole. This patient after recovery 
from a gonorrhea had a cloudy urine and complained of pain in 
back and right side low down. He was a patient at the dispen- 
sary during the summer of 1905 and was brought to me by Dr. 
Weissman. At that time his prostate and deep urethra needed 
treatment, and I thought that when they were cleared up, his pain 
would go. When he was nearly well, he left the dispensary while 
I was on a vacation, and went to see Dr. E. L. Keyes, Jr.; he re- 
turned in the winter to the dispensary saying that Dr. Keyes had 
had an X-ray taken and that he had a stone in the kidney. He 
absolutely refused operation saying that he had no more pain. : 

The last case is W. P., a lawyer, about thirty years old 
when he came to see me on August 18, 1902. He had been referred 
to me by Dr. George R. Elliott. He was suffering from great 
frequency of urination both day and night; recently he had been 
getting up as often as twenty-two times. He had lost some 
weight, had some pain on urination, had pain on right side some- 
times and pain running down the back of thigh. There was blood 
in the urine, and the urine was very cloudy. In the summer of 
1898 while in the Adirondacks, he had one night an attack re- 
sembling renal colic,.accompanied by high temperature. After 
the attack passed off, he felt as well as ever, but in the next three 
years had two or three similar attacks. He does not know when 
the urine became cloudy, but he often complained of vague pain in 
the right side of back and also of pain resembling sciatica. These 
pains became worse during the five months before coming to me, 
and it was only at this time that he noticed the frequency of urina- 
tion. The prostate was enlarged and apparently nodular, and 
both epididymes were thickened. After a few treatments consist- 
ing of bladder washings with a solution of argyrol, and argyrol 
left in the bladder, the frequency diminished markedly. He was 
urinating only every one and one-half to two hours during the day 
and got up four to eight times at night. The urine, however, 
continued cloudy and frequently there were a few drops of blood 
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at the end of urination. There was a history of tuberculosis; his 
father and one brother had died of tuberculosis recently, and fear- 
ing that this might be a case of renal tuberculosis, inoculations were 
made in guinea pigs for me by Dr. Buxton at Cornell University. 
Repeated examinations also were made of the urine, but bacilli 
were never found. In September X-ray plates were twice taken 
by Dr. A. B. Johnson, but were negative. Under treatment 
patient steadily gained in weight and strength, and the bladder 
increased in capacity from two ounces to four and four and a half 
ounces, and once about a year later reached six ounces. The 
bleeding ceased, the urine became less cloudy, the prostate gradu- 
ally approached normal. Patient noticed, however, that in driv- 
ing over a rough road, especially once in September, 1903, while 
riding in the busses in London, there would be some blood in the 
urine. Cystoscopy under cocaine was attempted several times, but 
was negative, though extremely unsatisfactory, and as long as he 
continued to improve in general health I waited to see how far this 
improvement would go. During 1904 the bladder capacity re- 
mained between three and four and a half ounces, and an attempt 
was made:to improve this by filling the bladder with a weak warm 
argyrol solution, and having him hold it in the bladder as long as 
possible. At first he seemed to gain and then he would fall back, 
and treatment was interrupted. He was told that it was neces- 
sary to make a thorough cystoscopic examination under ether 
anesthesia. This he postponed indefinitely, but meanwhile the 
urine cleared completely. In April, 1905, he had, one night, an 
attack of severe pain in the right side, running down the course of 
the ureter into the right testicle. The pain lasted several hours 
and gradually subsided, and the following day he was as well as 
before. At this time he was again subjected to an X-ray examina- 
tion by Dr. Cole with negative results. From that time the blad- 
der capacity varied between two and three ounces. 

In February, 1906, he agreed to enter the hospital for a 
cystoscopic examination and I asked Dr. F. Tilden Brown to see 
him with me. This examination was made under complete ether 
anesthesia, Dr. Brown making the examination. The bladder 
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Case 4.—Stone in right kidney. 
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under ether only held two ounces, and the examination was a long 
one, lasting nearly two hours. The bladder mucous membrane 
was normal, the left ureteral orifice was normal and readily ad- 
mitted a catheter. The right ureteral orifice was found contracted 
on the face of a projection, as if it were pushed forward, there 
being a sac or pocket to the inner lower side formed by the pro- 
jecting bladder wall with the intramural portion of the ureter. 
The catheter tip could be made to impinge at what appeared to be 
the orifice, but would slide off when it was pushed forward. The 
appearance could only be explained by a ureteral stone lodged in 
the lower end of the ureter, and this we thought was the true 
explanation, though Dr. Brown also thought that marked stenosis 
of the ureter would produce this. 

Dr. Osgood took several X-ray photographs. No distinct 
shadow could be made out, but three small shadows were found in 
the region of the left ureter. An X-ray by Dr. Cauldwell showed 
the same thing. The patient then entered the Presbyterian Hos- 
pital with the idea of clearing up the doubt which the shadows on 
the left side showed, preliminary to an exploratory operation, and 
under ether a styletted catheter was passed into the left ureter, and 
a photograph taken, which is shown here, showing that the 
shadows lay outside of the course of the ureter. 

In April he again entered Presbyterian Hospital for an ex- 
ploratory suprapubic cystotomy. The operation was an unusually 
difficult one, performed by Dr. Brown. There was considerable 
abdominal fat, and the bladder was contracted and the walls very 
thick and lay low behind the symphysis. After it was opened and 
illuminated, the conditions were found exactly as in the cystoscopic 
examination, but no calculus could be found. The ureteral mouth 
Was so contracted by a cicatrix that nothing could be made to enter. 
As soon as a fine probe was made to impinge at the orifice, the 
bladder wall would yield. The urine could be seen welling up 
ftom the orifice. Nothing could be felt by palpation, but the 
further facts were brought out. The pouch to the inner side of 
the ureteral orifice was fully an inch deep, running under the ureter 
as it passed through the wall, but by palpation, instead of follow- 
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ing the ureter above, a thick cicatricial band could be felt curving 
upwards and inwards, due to inflammatory infiltration probably 
or to continuous muscular spasm at a previous time. As it seemed 
impossible to accomplish anything more, the wound was closed, 
leaving a suprapubic tube in place for drainage and also a catheter 
through the urethra. Patient made a good recovery and left the 
hospital in three weeks. The wound has completely closed and 
at present he has a capacity of an ounce and a half, but I think we 
can hope for a complete recovery to the point where he was before 
the operation. 


THE DIAGNOSIS OF RENAL COLIC? 
EpwaARp L. Keyes, Jr., M. D., New York. 


T is not my purpose this morning to describe the familiar 

| phenomena known as renal colic. I assume your familiarity 

with the symptom and your acceptance of the fact that renal 
colic is the cardinal symptom of kidney stone. 

Here is the point I hope to illuminate: Though renal colic 
is the cardinal symptom of renal stone, severe and typical colic 
may occur from causes other than stone, but may usually be dis- 
tinguished by methods of examination which have long been fam- 
iliar and which—excepting the X-ray—are practically always at 
hand. 

But before describing the form not due to stone, permit 
me to remark of colic due to stone that its location usually points 
to the location of the stone. Thus, I have never known renal 
colic to occur on the side opposite to the affected kidney. Yet I 
have, in one case, known the absense of renal colic, and the presence 
for many years of frequent and painful urination, as the only 
symptom of renal stone, to be most misleading. For the stone was 
in the pelvis of the kidney; there was no stone at the lower end of 
the ureter; and removal of the stone from the kidney had the 


1The discussion of this paper will be found in connection with that of Dr. 
Swinburne and Dr. Thorndike, which follow. 
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CASE 5.—X-ray of styletted catheter to show that the small shadows in region of 
left ureter were not stones in that canal. 
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brilliantly demonstrative effect of replacing a frequency of urina- 
tion—which had amounted to once every hour or two for several 
years—by complete, though spasmodic retention, which lasted for 
several days, and, after the relief of which, the frequency of 
urination did not return. 

I take it, however, that such cases as this, though rare, are 
familiar to you all. 

But during the past few years I have come upon a series of 
conditions—genital, urinary, and intestinal, all of which produced, 
in a greater or less degree, symptoms suggestive of kidney stone 
and chief among these symptoms, renal colic. 

My first case is a brilliant example of renal colic caused by 
the passage of crystals. 

CASE 1. 35129. March 24, 1905. A large full-blooded 
man, fifty-eight years old, an oysterman by trade, complained of 
repeated attacks of renal colic. The first was five years ago, in 
the left loin, lasting for a week off and on, very severe at times 
and ending by radiating toward the bladder. No stone or blood 
was passed at this time and he remained well until October, 1904, 
when he had a second attack on the same side, lasting five days 
and radiating not downward toward the bladder, but forward 
toward the umbilicus, the chief pain, however, remaining always 
in the loin. 

The third and last attack occurred in the beginning of 
March, 1905, lasted two days and resembled the second attack in 
character. He never passed blood; he never had anuria or blad- 
der symptoms, although since the first attack he has urinated twice 
at night and about every three hours by day. The patient is 
apparently in perfectly good health. 

He states that, for the last few months, he is unable to exer- 
cise because it give him lumbago; yet riding over country roads, in 
a railroad train, or stamping his foot, causes no pain in the loin, 
though walking or standing causes considerable soreness. No 
lumbar tenderness could be evoked by palpation, nor was it possi- 
ble to feel either kidney. 

X-ray photographs taken by Dr. Caldwell were interpreted 
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by him as showing small, sclerotic kidneys; but there was no 
shadow suggestive of stone. 

Analysis of the urine showed many sharp uric-acid crystals, 
few urates, many casts, hyaline, finely granular, epithelial, and 
pus; many pus cells, but no bacteria and very few blood cells; but 
macroscopically no pus. There was a trace of albumin; no sugar. 

Specific gravity, from 1020 to 1025; urea, 14%; total ex- 
cretion not obtained, but probably not far from the normal. 

He was given an alkaline mixture, advised to drink freely of 
water and to exercise to the limit of toleration; and I learned in 
January, 1906, that he has had no further renal colic. 

In this instance, the passage of showers of crystals, which 
caused the colic, was manifestly due to a so-called gouty disposi- 
tion; but, in certain cases, it would seem that the showers of 
crystals are caused by digestive crises. 

Of such a condition the following case is a marked example, 
though I confess that, for a time, I was perplexed. 

CASE 2. 32329. March 8, 1905. An anemic, rather 
neurotic Hebrew, who works behind a counter and is twenty-one 
years of age, complained of attacks of colic in the right side. At 
the age of seven he was suddenly smitten with a colicky pain 
in the right side of the abdomen about the level of the umbili- 
cus. This required morphine for its relief and lasted several 
hours. Since then this pain has recurred several times a year until 
two or three years ago, when the attacks began to grow more 
frequent, occurring about once a month. Since the first few at- 
tacks he has never taken morphine, although he thinks their 
severity unabated. The center of pain had not changed in all 
these years. He never passed blood nor had anuria, but a sense 
of burning on urination accompanied the attack, which was pre- 
ceded by sensations of gas in the bowels. For two months past 
he has had constant pain in the region of the right quadratus 
lumborum, radiating down the right thigh and sufficiently intense 
to make him limp. The seminal vesicles are distended and he is 
constantly subjected to sexual excitement. He urinates twice at 
night and normally by day. The right kidney is palpable but not 





AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS I17 


tender. The right ureter and left kidney and ureter are impalp- 
able. Urine contains a trace of albumin, many hyalin casts, and 
an excess of indican. Specific gravity, 1023, many uric-acid and 
urate crystals and a few leucocytes. 

Dr. Caldwell took three very satisfactory X-rays and found 
no stone. 

The cause of his pain was believed to be partly sexual until 
the second or third visit. In the meantime, he was told to irri- 
gate the bowel with hot water, to over-exercise, to under-eat, and 
to drink freely of water. But finally it became apparent from 
repeated questioning, that his attacks occurred only when he was 
constipated, and that a high enema usually sufficed to relieve the 
pain. Beta naphthol, bismuth and salol were then administered, 
exercise and water pushed, and diet restricted still more severely. 
His colics promptly ceased, although the urine remained un- 
changed. He improved in general health, and his weight in- 
creased, and he had no further pain until six months later, when 
the celebration of some anniversary by a large dinner was followed 
by a terrific colic and an excessive shower of crystals with blood. 

Since then he has learned his lesson and remains well. 

To be further distinguished are such cases as show pseudo- 
renal colic due, not to the passage of crystals evoked by digestive 
derangement, but to similar digestive derangement without any 
disorder of the urinary organs. 

An example of such a condition is Case 3. 

CasE 3. 10927. April 24, 1903. The patient, a man in 
good general health, forty-nine years of age, had been under 
treatment for six weeks for a chronic urethral discharge of some 
months’ duration, when he came one day to report that he had had 
several attacks of great pain in the left side at intervals of a few 
hours. The pain began in the hypochondriac region rather low 
down over the upper part of the ureter. It radiated slightly 
across to the opposite side of the abdomen, but chiefly downward 
along the course of the ureter and was associated with considerable 
pain, tenderness and retraction of the left testicle. 

Examination revealed nothing but a sensitive testicle and 
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diffused tenderness all over the left lower quadrant of the abdo- 
men; no rise of temperature or evidence of systemic disturbance. 
Nothing palpable in the kidney region; nothing abnormal in the 
urine save the shreds and pus from his urethral catarrh. 

A placebo was administered and he was not heard from until 
three days later, when on the fourth day from the beginning of 
the attack, he reported that the pain had returned suddenly at in- 
tervals of from five to twelve hours, each attack a little more severe 
than the preceding one, until the last one caused vomiting. The 
pain was always on the left side. The testicular disturbance was 
always marked and several times the testicular pain preceded that 
in the abdomen. 

Inasmuch as his bowels had not moved since the first attack 
of pain a saline cathartic and high enema were ordered which 
evoked a copious catharsis, upon which the pain promptly subsided 
and never returned. 

Case 4 is of an entirely different description. The renal 
colic here was due solely to prostatitis and vesiculitis. 

CAsE 4. 36127. September 9, 1903. An Armenian, 
twenty-three years of age, apparently in good general health, 
comes complaining of attacks of pain in the right side and in the 
perineum. 

One year ago he had an alleged gonorrhea which was not 
severe and was uncomplicated. It lasted three months, however, 
and was associated with some dysuria. 

After having been apparently well for a month, he caught 
a severe cold and began to have attacks of moderate severity, 
closely resembling right renal colic. The pain began in the right 
loin, ran down the course of the ureter (as though something 
were passing through it, he said) and finally centered in the per- 
ineum. These attacks, infrequent at first, occurred at shorter 
and shorter intervals and with constantly increasing severity. Dur- 
ing all this time he had no anuria, passed no blood or stone, and 
had no further urethral discharge. But he remarked that his 
urine contained shreds, and that these were more numerous and 
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larger after a severe attack than after a mild one. Hence he 
inferred that the passage of these shreds caused the attacks. 

Examination revealed nothing in the region of kidneys or 
pelvis. Bladder capacity of five ounces or more. The urine of 
which the first passed was hazy with pus, and full of chunky pro- 
static shreds, the second practically clear. It was acid; the specific 
gravity 1010, albumin about 1-10 of 1% by weight; no sugar, and 
no casts seen. 

Finally, examination of the prostate showed this organ to be 
somewhat enlarged, boggy to the touch and exquisitely tender. 
Gentle massage squeezed out a fair amount of pus, and after 
this had been washed away and the bladder washed clean, he 
was made to wait an hour and then urinated. This urine con- 
tained a few shreds, but no pus microscopically. Hence it was 
inferred that the pus did not come from the kidney. Massage 
was repeated at intervals of two days, and he never had another 
attack of renal colic although the perineal pain continued until, at 
the end of a week, he was advised to use rectal irrigation with 
hot water every morning and evening. By this time the conges- 
tion of the prostate had been entirely relieved and the organ was 
found to be much atrophied. 

His perineal pain then gradually diminished until, in the mid- 
dle of the third week from the beginning of treatment, he passed 
a large scab, or piece of necrotic tissue, the passage of which was 
followed by free bleeding at the end of urination. Thereafter 
he had no further pain. 

You will appreciate, I am sure, gentlemen, that I have 
made no attempt to cover every possible condition that might 
cause renal colic. I have even omitted to speak of biliary colic, 
simply because the gall-bladder cases that I have seen have not 
been confusing in this regard. Indeed I might relate to you 
several cases in which there is still question as to what the cause 
of the colic is. But I do not know that this would help stimulate 
discussion. 

It would not be fair to close a paper describing a certain type 
of pain without instancing a neurotic case; and, accordingly, I give 
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you my last one, which, beginning as pyelo-nephritis, wound up 
ingloriously in a series of neurotic disturbances. 

CASE 5. 32727. July 14, 1903. A rosy-cheeked, neuro- 
tic man, twenty-three years of age, complained that three months 
before he had severe colic in the right loin, the pain radiating 
to the groin and thigh. The colic did not recur, but soreness 
persisted. 

He was admitted to the Polyclinic Hospital. The daily tem- 
perature ranged from 97° to 99°, and his urine contained a 
variable amount of pus; sometimes it was creamy with pus, at 
other times almost absolutely clear. The right kidney was 
large but not tender; no disturbance of bladder function. The 
record of urinary examination I have lost and an X-ray was not 
taken. 

On July 21 I opened the right kidney through a lumbar inci- 
sion, expecting to find stone, but, although the kidney was large 
and congested, neither a collection of pus was found, nor a stone, 
either in the kidney or ureter. Two weeks later he left the hospital, 
the pains having been relieved, a small sinus persisting in the loin. 
His urine cleared up in a few weeks; but about six weeks after the 
operation his soreness in the right side returned. The urine re- 
mained normal, and the kidney was no longer palpable. The 
soreness was rather lower down and appeared to be in the lumbar 
muscles, although it varied in situation and at one time I thought it 
was located in the caput coli, and believed I had cured it again 
by catharsis; but he soon returned with it lower down the back 
than ever; in fact, chiefly in the right thigh. 

Vibratory massage of the muscles was tried, but did him no 
good and I lost sight of him until a year later, when he reported 
that he had entered the German Hospital where a diagnosis of 
double flat-foot was made. Both arches were broken and set in 
plaster, and his pain has, since that time, been relieved in the right 
side, but has recently returned in the left side. This pain in the 
left side left him soon after, for no particular reason; and in 
December, 1905, I learned that he was married and apparently 
well. 

I have always had a grudge against the man who reports 
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only successful cases. And yet, in this instance, I must plead 
guilty to have learned little by my failures. For I have but one 
failure to record; and that is already recorded. It appears in a 
certain book as a case of idiopathic nephralgia. Negative X-rays 
and ureteral catheterization, as well as the apparent relief of 
symptoms by the removal of an ovarian cyst, led me so to class the 
case; and when her trouble relapsed, four years after I had cured 
her, another surgeon actually split open the kidney and passed a 
catheter down into the bladder, besides trying every other remedy 
known to him—and still she remained idiopathic nephralgia. 

It was not until five years after I had seen her, that this 
same surgeon got a second chance at her, and removed a good-sized 
stone from the vesical orifice of her left ureter. 

The moral of these cases, is this : In many instances the 
diagnosis of true renal colic may be made by a general practitioner 
with the means at his command. In some cases, on the other hand, 
the most delicate diagnostic tests of the specialist may fail to reveal 
the presence of stone. - 


EXHIBITION OF X-RAY PRINTS OF RENAL AND VESI- 
CAL STONES. 


Dr. PAUL THORNDIKE, of Boston. 


Dr. Thorndike showed a series of pictures of renal and vesical 
stones, and described the methods in use in the X-ray department 
of the Boston City Hospital, the essential feature of which is the 
maintenance of two experts, one for medical and one for surgical 
cases, who have no part in the taking of pictures, but whose whole 
time is spent in interpreting the plates and prints for their respec- 
tive departments. Much better results are being obtained than 
ever before because of this work. 


DISCUSSION. 
[Dr. SwinpuRNE’s, Dr. Keyes’ and Dr. THORNDIKE’s Papers. ] 


Dr. BransForp Lewis of St. Louis: The three papers just read 
were very interesting and instructive. 
The largest subject in connection with this branch of work is con- 
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cerned with the diagnosis of the different individual conditions, and the 
studies made and: reported by Dr. Keyes are very valuable. I was im- 
pressed, however, with Dr. Keyes’s contribution, and in his statement that 
he rather depended upon other means and modes of rendering a differential 
diagnosis than upon ureteral catheterization, alone. In my own work I have 
learned not to depend upon either the X-ray alone, either positive or nega- 
tive results, or upon ureteral catheterization. I do not think they are 
reliable, except as used in combination with one another. 

I have in mind a case which was investigated very carefully, where, from 
the absence of blood cells in the urine and other findings, I thought there 
could not be a calculus in any part of the ureteral tract. ‘The patient went 
to Chicago, where an X-ray was taken, with the result that this X-ray 
plate apparently showed the presence of three small calculi in a row in the 
ureter. I doubted the diagnosis, and asked for a ureteral catheteriza- 
tion, which was permitted. The catheter went to the kidney on the left 
side without the slightest obstruction, and drew forth absolutely clear, fresh, 
healthy urine. I then advised that the colon be cleared out, when the X-ray 
gave no evidence of calculi whatever. ‘This is simply one of the many cases 
that I could mention from which I became convinced that the X-ray by itself 
could not be relied upon, as a positive, or negative means in arriving at 
a decision. 

The cystoscopic examination again was frequently of no value, when the 
ureteral opening appeared before the instrument, and I remember well one 
case in which there was a typical renal colic due to the presence of uric 
acid crystals, as typical a case as could be found. Yet ureteral catheter- 
ization showed the urine from both sides to be healthy, and there was 
no ureteral or kidney calculus present. 

As bearing on the subject of diagnosis, recently a patient came into my 
hands after passing through the hands of many doctors who treated him 
for gonorrheal infection. I passed a cystocope, and I was surprised to see 
one ureteral opening on the right side, and what appeared to be two on the 
left side. Two ureteral catheters were passed into these two openings on 
the left side, and I found they could be run up quite a distance into the 
lumbar region. The question then arose whether there were two kidneys 
or two ureters on that side. Subsequently I placed a catheter into the 
ureter on the right side and withdrew healthy clear urine, urine that was 
uninfected and perfectly healthy. At another seance I took three catheters 
with lead stilets and ran them through the three ureters, and in this way 
I was able to demonstrate three ureters giving three urines, two healthy 
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and uninfected, the other unhealthy and infected with the gonococci. I 
could hardly believe my findings. Here was one ureter from one-sixth to 
one-fifth of an inch from another; one infected with the gonococci, the other 
not. Both gave urine absolutely different, one with a specific gravity of 

1010, the other 1005. There was also a difference in the colors. There- 
fore, the conclusion arrived at was, that there were three independent ureters, 
one on the right side and normally situated, while there were two on the left 
side, running to two poles of one kidney, one of which was infected with 
gonococci, the cleansing of which cured the patient completely. 

Dr. Francis R. HAGNER of Washington: I have seen a case which 
occurred in a young man, twenty-one years old, who had had ureteral colic 
since he was seven years old. His method of relieving his pain was by 
placing his buttocks on the bed and his head on the floor, and then tak- 
ing deep inspirations. Following the relief, there would be a considerable 
amount of urine passed at frequent intervals, as though something had 
dammed it back. I cystoscoped the patient, and examined the bladder 
very carefully, it appearing practically normal, although there was 
a slight reddening of the mucosa near the left ureteral orifice. The 
patient had chronic seminal vesiculitis on both sides and a chronic 
prostatitis, the prostatic fluid containing a large amount of pus. On 
the right side the ureter was clear up to the kidney pelvis, but on the 
left side the ureteral catheter would only pass for a distance of 4 c.m., yet 
the urines collected from both sides were normal and free from pus. I was 
so impressed with this case, that two or three days later I repeated the cathe- 
terization with the same results. ‘The X-ray showed a stone in the lower 
part of the ureter. I did an extra-peritoneal operation and removed a stone, 
sewed up the ureter, and the patient made a good recovery. The stone was 
composed of oxalates. This showed that by ureteral catheterization, one 
does not always find pus or epithelial cells when stone is present. 

Dr. ArtHUR T. Cazot of Boston: I have had two cases in which 
the diagnosis between ureteral stone and appendicitis was very difficult. 

_ One was brought to me by a doctor from a neighboring city. He 
had been seen by other doctors, who diagnosed ureteral stone from 
the symptoms given. There was tenderness at the brim of the pelvis. I 
had an X-ray plate developed, but this showed nothing. A ureteral catheter 
was passed, and went in easily past the point where the stone should have 
been. ‘That eliminated the question of stone, and the patient, therefore, was 
operated upon for appendicitis. The appendix was found bound and twisted 
and surrounded by a large number of old adhesions. This then was the 
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condition. Without the ureteral catheterization, I could not have been so 
positive in my diagnosis. | have once operated upon a case of supposed 

appendicitis, and was convinced of my error by a subsequent attack. After 
* examining the case more carefully, I found each attack was accompanied by 
showers of oxalate of lime crystals. Since then I have saved from operation 
several patients by making a more careful examination of the urine before 
operating for appendicitis. 

In connection with Dr. Thorndike’s case, I thought it would be of in- 
terest to bring and present to you this stone, which I removed from the lower 
part of the ureter, being one of the largest ever reported. It weighs 190 
grains and was found from one to one and a half .inches above the bladder 
in a woman, and was removed through an incision in the vault of the vagina. 
The diagnosis was easily made by palpation. Up to that time the only case 
reported of like nature, was by Emmet, who removed a stone through 
the vagina, and later, in speaking of this operation, warned against it because 
of the danger to the peritoneum. It seems to me that his fears were ground- 
less; if one makes careful dissection, one can safely operate through the 
vagina. The one just reported was firmly impacted; I introduced a hook 
alongside of the stone and easily delivered it by pushing away the tissues 
in front. 

Dr. Ropert H. GREENE of New York: There is one subject so 
important that it seems to me that more should be said about it, 7. e., manipu- 
lation along the course of the ureter for diagnostic purposes. My atten- 
tion was called to this over a year ago by my house surgeon. A patient 
had pus in his urine, and the house staff informed me that it was from an 
abscess of the kidney. I inquired as to how they had made the diagnosis 
when they answered, “ By manipulation.””’ They had manipulated and 
massaged along the course of the ureter, and, as a result, a great deal of 
pus was found in the urine. When they refrained from this massage 
the urine cleared up. I observed the process and was so impressed with 
it that I tried it, and came to the same conclusion. On operating, I found 
a large abscess on the back of the kidney. I then looked up the literature, 
and found that two Italians had already written upon the subject and that 
their procedure was similar. The information obtained by such a measure 
is sometimes of great diagnostic value. 

Dr. Bransrorp Lewis of St. Louis: I wish to speak to Dr. 
Thorndike’s case and to register a protest against the tendency to ignore 
the possibility of intravesical operative procedures on calculi situated in the 
lower end of the ureter. Dr. Thorndike mentioned the way in which he 
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removed the stones by way of suprapubic cystotomy, easily dilating the 
ureter and removing without force; he then suggested other ways of get- 
ting them out by incising extraperitoneally, etc. But he did not mention 
that calculi might be removed by intravesical cystoscopic measures. 

A few years ago I placed on record my experience on that line, and 
called attention to this mode of getting out calculi. When they are situ- 
ated in the lower end of the ureter I can, through my operative cystoscope, 
place a dilator in the lower end of the ureter and dilate it two or three 
times its natural capacity, when the removal of the stone is done with a 
forceps. I have had constructed a flexible ureteral forceps, have dilated 
the lower end of the ureter, and I have even dilated strictures of that 
canal. I do not think this mode of operating should be ignored. If 
it obviates the necessity of making an incision, we should make use 
of it. 

Dr. Georce K. Swinsurne of New York: In regard to catheter- 
ization of the ureters, in the second case I related, the ureters were per- 
fectly normal at the time; I could easily have inserted a catheter if I had so 
wished, and in all probability would have come against the stone, but I 
did not wish to do so, as the man had an infected bladder. 

Dr. Epwarp L. Keyes, Jr. of New York: In the cases that I 
instanced, it struck me that diverse causes produce similar effects. It so 
happened in all of my cases, that the diagnoses were readily made, 
except in one, and in this the cystoscope was tried, the X-rays were tried 
and the ureteral catheter was tried, as also feeling along the course of 
the ureter, through the vagina; there was no pyuria and no blood, or other 
evidences of stone. Finally a stone was dislodged and removed and the 
pain was relieved in four hours. 

I agree with Dr. Lewis regarding instrumentation of the ureteral orifice 
and catheterization of them being sometimes useful. 





